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n 1992,  MIEC’s  $18-inillion  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  .$62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


E|he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 

■ Financial  strength,  which  adds  more 
than  $1 5-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 

■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


■ Legislative  vigilance. 

■ Successful  application  of  MICRA’s  tort 
reforms. 

■ Good  luck. 

ISjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  California’s  tort  reforms 
are  compromised  by  efforts  of  plaintiff 
attorneys,  our  claims  costs  will  rise  and 
premium  credits  will  drop. 

I^IEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 
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We  search  for  the  truth 

We  physicians,  for  the  most  part,  have  our  biological  com- 
puters — our  brains  — filled  to  the  crown  with  the  vast 
amount  of  medical  knowledge  that  is  needed  to  practice 
medicine  carefully  and  with  compassion,  to  avoid  doing  more 
harm  than  good,  to  advise  that  the  benefit  will  overwhelm  the 
risk.  It  may  not  be  excusable,  in  the  face  of  the  emphasis  on 
cost-control,  but  it  is  reasonable  and  understandable  why  we 
also  have  not  filled  our  poor  brains  with  the  data  of  how  much 
a procedure,  or  a test  we  order,  or  a prescribed  drug,  will  cost 
the  patient. 

We  physicians  have  heard  conflicting  accusations  that  it  is 
we  who  are  the  major  cause  of  the  phenomenal  rise  in  the  per- 
centage of  GNP.  Or  is  the  major  factor  the  cost  of  institution- 
alization of  the  sick  and  injured?  Or  is  it  more  bothersome  (to 
our  patients)  that  it  is  the  price  of  the  drugs  we  prescribe  ? We 


all  know,  of  course,  that  even  the  people  who  are  fortunate 
enough  to  qualify  for  insured  drug  plans  have  to  pay  more  and 
more  out  of  pocket  for  smaller  and  smaller  supplies  of  pills; 
therefore,  for  more  trips  to  the  pharmacist  for  refills. 

The  Statement  of  the  PMA  — the  Pharmaceutical 
Manufacturers  Association  — from  which  we  have  excerpted 
cogent  parts  and  published  them  in  this  issue  of  the  Journal, 
may  provide  practicing  physicians  in  our  readership  with 
information  that  they  can  use  when  their  patients  complain 
and  accuse  the  drug  companies  and  pharmacies  of  gouging 
and  profiteering. 

TTie  complete  Statement  is  available  at  the  HMA  to  anyone 
interested. 

J I Frederick  Reppun  MD 
Editor 


Highlights  of  the  HMA  Council  Meeting  of  November  22,  1991 


The  meeting  was  called  to  order  by  President  Stephen 
Wallach  at  5:33  pm.  New  members  to  the  Council  were 
introduced.  The  members  present  were:  J Chang,  A Don,  J 
Spangler,  J McDonnell,  C Kam,  R Stodd,  F Holschuh,  C 
Wong,  L Sakai,  R Lee-Ching,  R Laird,  R Adaniya,  HH 
Chun,  R Embry,  R Kimura,  HKW  Chinn,  K Brady,  H 
Fong,  M Shirasu,  C Kadooka,  R Coodale,  J Betwee,  H 
Percy,  T Smith,  C Coto,  J Lumeng,  WWY  Chang,  N Winn, 
JHC  Kim,  A Kunimoto,  W Dang,  D Bainum,  and  W Dang 
Jr.  Also  present  were:  F Reppun  - Editor  HMJ,  B Fong  - 
Medical  Director  AETNA  Medicare,  R Ando  - Immediate 
Past  Speaker,  J Armstrong  - Tripler  AMC,  S Levine  - Chair 
PR  Committee,  P DeMare  - President-elect  HCMS  and  V 
Woo  - Legal  Counsel.  HMA  staff  present  were:  J Won,  N 
Jones,  B Kendro,  J Asato,  P Kawamoto,  J Estioko,  L Tong 
and  M Lindsey  - recording  secretary. 

A legislative  training  session  presented  by  HMA  will  be 
given  January  11, 1992. 

Bernard  Fong  announced  that  the  new  Medicare  reim- 
bursement will  take  effect  January  1992. 

The  successful  1991  Distinguished  Medical  Reporting 
Awards  Banquet  generated  $5,645  which  was  donated  to 
the  Hawaii  Medical  Library  - Charles  Judd  Jr  MD  Fund. 

The  Speaker’s  Report  of  the  135th  HMA  House  of 
Delegates  meeting  was  accepted  with  commendation  to 
Speaker  Ando. 

John  McDonnell  was  appointed  to  chair  the  Member- 


ship Task  Force  to  create  an  overall  strategy  for  a member- 
ship drive. 

Council  approved  a letter  by  President  Stephen  Wallach 
to  members  urging  increased  access  to  medical  care  for  all 
people  of  the  State  of  Hawaii. 

Council  approved  the  appointment  to  the  1991-92 
HAMPAC  of  the  following:  R Ando,  P Chinn,  HH  Chun, 
A Chun-Hoon,  M Cooper,  R DeHay,  R Embry,  R Coodale, 
C Coto,  P Hellreich,  F Holschuh,  S Hundahl,  R Ignas,  P 
Kim,  R Kuboyama,  A Kunimoto,  R Laird,  L Levin,  J 
Lumeng,  E Matsuyama,  J McDonnell,  R Mitsunaga,  C 
Miura,  C Sia,  L Siri-Hundahl,  R Stodd,  C Takushi,  D 
Tokairin,  S Wallach,  J Chang,  R Lee-Ching,  N Kaneshiro, 
Alice  Tucker,  Fritz  McKenzie  and  Maureen  Lau. 

Council  approved  a grant  application  to  study  factors 
that  influence  the  outcome  of  women  65  years  or  older 
with  breast  cancer. 

Council  supported  the  Hawaii  AIDS  Task  Croup’s  grant 
application  to  provide  transportation  of  Neighbor  Island 
AIDS  workers  to  Oahu  for  not  only  the  Hawaii  AIDS  Task 
Force  Croup  meeting,  but  also  a full  day  of  information 
exchange. 

Council  approved  the  CPT  coding  workshop  for  January 
14  and  16,  1992  for  Hawaii  physicians  and  health-care  work- 
ers. The  AMA  and  HCFA  will  present  the  workshop  jointly. 

Andrew  Don  MD 
HMA  Secretary 
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The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  initial  starting  dosage  of  120  mg/dav  mav  be  warranted  in  some  patients 
(eg,  the  elderly,  patients  of  small  stature). 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY 

Contraindications:  Seyere  LV  dysfunclion  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibnllation  with  an  accessory 
bypass  tract  (eg,  WPW  or  L(jL  syndromes),  hypersensitiyity  to  verapamil 
Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V,  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  In  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapv  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancv  Category  C,  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1,4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1,2%),  flushing  (0,6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1,0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence. 
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Address  medical  inquiries  to 
G D Searle  & Co 
Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 
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Box  5110.  Chicago.  IL  60680 
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Letter 
to  the 
Editor 


To  the  Editor: 

Dr  Julia  Frohlich  is  to  be  commended  in  her  article  in  the 
July  issue  for  maintaining  the  supply  and  monitoring  the 
quality  of  the  Blood  Bank.  The  prompt  initiation  of  Hepatitis 
“C”  control  is  clearly  a measure  of  the  Blood  Bank’s  concern. 

Contrary  to  this,  I was  appalled  to  hear  the  announcement 
on  the  television  that  the  Blood  Bank  refuses  to  accept  donor 
specification  for  the  recipient.  This  would  be  bothersome  and 
will  require  more  record  keeping,  but  to  avoid  a possible  death 
sentence,  no  matter  how  unlikely,  it  is  and  should  be  anyone’s 
prerogative. 

The  probability  is  statistically  exceedingly  low  but  the  risk 
differs  totally  from  that  accepted  from  other  choices  seen 
throughout  life,  such  as  driving  a car,  walking  across  the 
street,  contracting  cancer,  etc.  In  these  and  essentially  all  other 
categories  of  risk,  there  is  a possibility  of  death  but  not  an 
irreversible  certainty. 

The  Blood  Bank’s  Board  ought  to  give  this  prerogative 
serious  consideration  and  establish  a protocol  to  permit  the 
donors  to  direct  and  specify  the  individual  recipient,  with  the 
proviso  that  if  not  used  on  the  specified  date,  it  would  revert 
to  the  usual  reserve. 

George  W Henry  MD 
Honolulu 


Dr  Frohlich  replies: 

Directed  donation  is  the  procedure  of  assigning  donated 
blood  units  to  specific  patients.  The  Blood  Bank  of  Hawaii 
does  not  participate  in  directed  donations  for  a number  of 
reasons: 

1)  Our  belief  that  the  safest  source  of  blood  is  from  purely 
voluntary,  “disinterested”  community  donors. 

2)  The  lack  of  scientific  data  showing  that  directed 
donations  are  any  safer  than  our  current  practice  of  accepting 
nonpaid  community  donors. 

3)  The  need  to  preserve  purely  voluntary,  disinterested 
community  donors  as  the  primary  source  of  blood  and  blood 
products. 

4)  Our  concern  that  directed  donors,  given  their  identified 
relationship  with  the  requestor,  might  be  less  inclined  to 
reveal  accurate,  personal,  intimate  and  sensitive  information 
to  screening  questions  which  they  believe  might  reflect 
negatively  on  them  vis-a-vis  the  requestor. 

I am  aware  that  the  subject  has  generated  an  emotional 
response  from  people  who  desire  to  receive  blood  only  from 
those  they  deem  “safe.”  But  scientific  evidence  has  not 
demonstrated  that  the  directed  donor  is  safer  than  the 
anonymous,  nonpaid  community  donor.  (Strauss,  Transfusion, 
30:1990;  Starkey,  JAMA,  12/89;  Goldfinger  and  Page, 
Transfusion,  29:1989;  Cordell,  Transfusion,  26:1986). 
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In  contrast,  there  is  scientific  basis  for  the  use  of 
autologous  blood,  based  on  both  safety  and  immunology.  The 
Blood  Bank  of  Hawaii  has  been  involved  in  the  collection  of 
autologous  blood  for  20  years,  and  most  hospitals  today  also 
participate  in  autologous  blood  collection.  (NB:  FDA 
regulatory  requirements  differ  in  collecting  a patient’s  own 
blood  for  autologous  use  and  collecting  for  homologous  use 
through  programs  exemplified  by  the  community  blood  center 
activities.) 

Over  the  years,  we  have  endeavored  to  keep  the  medical 
community  informed  of  current  blood-banking  issues  and 
practices  through  direct  mailings  and  presentations  in  the 
Hawaii  Medical  Journal.  It  is  through  such  ongoing  dialogue 
and  the  interest  and  support  of  concerned  physicians  and 
community  leaders  that  we  are  able  to  continue  and  improve 
our  services  to  Hawaii’s  patients  and  their  families. 

Julia  Frohlich  MD 
President/Medical  Director 
Blood  Bank  of  Hawaii 


Growing  Old 

I have  no  fear  of  growing  old  — 

To  me  my  silver  is  better  than  gold. 

Each  of  my  years  is  precious  and  dear. 

But  I can’t  stand  hair  that  grows  on  my  ear! 

I love  the  wisdom  experience  spawns 
And  the  ideas  planted  in  cerebral  lawns  — 

The  ones  that  grow  with  seasons  and  years. 

Like  the  hairs  that  emerge  on  both  of  my  ears. 

The  kind  that  is  long  and  tickles  inside. 

Or  those  on  the  rim  — impossible  to  hide. 

They  are  the  ones  that  make  me  shout 
When  my  wife  feels  compelled  to  pull  them  out! 

But  last  week  aging  suddenly  turned. 

And  I lost  those  hairs  my  years  had  earned. 

A special  clipper  came  to  my  aid 

And  leveled  that  forest  my  ears  had  made. 

But  life  goes  on  as  everyone  knows  — 

We  continue  to  age,  and  the  hair  regrows 
Time  never  stops.  It  forges  ahead  — 

If  my  ear  hair  stops  growing.  I’ll  know  I am  dead! 

Robert  S Flowers  MD 
August  20,  1990 
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What  runs  as  smoothly 

AS  A CLASSIC  CAR? 

Private  Financial  Services. 

At  this  stage  in  life,  your  financial  affairs  should  run  as 
smoothly  as  a classic  car.  So  to  keep  them  finely  tuned,  call 
Private  Financial  Services  at  Bank  of  Hawaii. 

This  highly  specialized  group  offers  the  ultimate  in  private 
banking.  An  officer  assigned  to  you  coordinates  all  your  banking, 
trust  and  investment  activities.  At  no  extra  cost  to  you.  The  goal 
always:  maximizing  your  assets,  while  minimizing  your  risks. 

If  your  annual  income  has  reached  $100,000  and  your  net 
worth  is  $300,000  or  more,  excluding  your  primary  residence, 
you  require  banking  that  is  solid  and  dependable  for  the  long  run. 
Call  537-8663. 

iSi  Bank  of  Hawaii 


HAWAII'S  BANK 


MEMBER  FDiC 
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On  December  11,  1991,  the  American  Medical  Association 
announced  a major  campaign  against  smoking. 

TTie  Hawaii  Medical  Association  has  had  a long  commit- 
ment to  anti-smoking.  There  has  been  the  creation  of  a task 
force  looking  at  an  overall  strategy  for  the  State  and  another 
one  to  work  legislatively.  We  are  involved  in  these  projects 
with  the  State  Health  Department  and  with  voluntary  health 
agencies  such  as  the  Hawaii  branches  of  the  American  Cancer 
Society,  the  American  Heart  Association,  the  American  Lung 
Association  and  the  Coalition  for  a Drug-Free  Hawaii. 

The  removal  of  the  influence  of  tobacco  on  the  youth  of 
Hawaii  is  a prime  concern.  The  medical  association  led  an 
effort  to  challenge  Philip  Morris  Corporation  when  it  brought 
the  original  Bill  of  Rights  document  to  Hawaii.  We  felt  that 
this  was  a subUe  effort  to  indoctrinate  young  people  in  future 
brand  recognition. 

RJ  Reynold’s  company,  Nabisco,  has  brought  out  Joe 
Camel.  According  to  JAMA,  December  11,  1991,  Vol.  26, 
#22,  p.  3149,  “Old  Joe  Camel  cartoon  advertisements  are 
more  successful  at  marketing  Camel  cigarettes  to  children 
than  to  adults.  This  finding  is  consistent  with  tobacco  industry 
documents  that  indicate  that  a major  function  of  tobacco 
advertising  is  to  promote  and  maintain  tobacco  addiction 
among  children.” 

Other  studies  have  shown  that  very  young  children  see, 
understand  and  remember  advertisements.  There  must  be  a 
combined  effort  by  our  legal  system  to  enforce  and  by  our 
educational  system  to  reduce  the  sale  of  tobacco  to  the  young. 

Another  area  of  concern  is  passive  smoke  inhalation. 
Numerous  reports  have  demonstrated  that  these  secondary 
effects  are  as  dangerous  as  primary  smoking.  Non-smoking 
workers  must  be  protected  from  this.  This  year  there  will  be  a 
strong  legislative  effort  to  forbid  smoking  at  the  worksite. 
Employers  are  also  aware  of  the  potential  liability  in  workers 
compensation. 

In  California,  there  is  an  earmarked  tax  on  tobacco.  One 
hundred  million  dollars  is  raised  annually  by  this  means  by 
the  state,  and  the  money  sp)ent  on  preventive  efforts. 

The  HMA  will  continue  to  play  a leadership  role  in  achiev- 
ing a smoke-free  society.  All  physicians  need  to  be  part  of  this 
effort. 

Sincerely, 
Stephen  Wallach  MD 
HMA  President 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. f 
Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence. ' ^ ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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. . . proof  that  we’  re  healthier? 


Comparison  of  health  expenditures  in 
U.S.  and  Hawaii  economies 


Richard  V Stenson  MHA  MBA  FACHE  FACMGA 


The  author  uses  published  statistical  and  economic  data  to 
demonstrate  that  Hawaii’s  health  care  costs,  as  a percent  of 
gross  product,  are  significantly  below  the  U.S.  average,  per- 
haps as  low  as  8.1%  of  Gross  State  Product  (GSP). 

Introduction 

Although  a great  deal  has  been  written  about  the  growing 
portion  of  the  Gross  National  Product  (GNP)  being  expended 
on  medical  services,  there  has  been  no  comparative  data  pub- 
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Straub  Clinic  and  Hospital 
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lished  previously  on  the  share  of  Hawaii’s  Gross  State  Product 
(GSP)  consumed  by  health  care  expenditures.  Further,  since 
health  care  costs  have  been  rising  steadily  in  both  Hawaii  and 
the  U.S.,  business  leaders  and  government  authorities  here 
may  well  assume  that  Hawaii’s  costs  are  comparable  to  those 
on  the  mainland  U.S. 

Hawaii’s  health  service  providers  believe  that  since  the 
State  is  among  the  lowest  in  rates  of  hospital  admissions  and 
outpatient  visits  in  the  country  (Graphs  1 & 2)',  has  far  fewer 
hospital  beds  per  population  (Graph  3)^  and  hospital  expens- 
es generally  below  those  of  comparable,  high  cost-of-living 
states  (eg  California,  New  York,  and  Alaska^),  the  percent  of 
Hawaii’s  GSP  used  to  provide  medical  goods  and  services  is 
presumed  to  be  less  than  that  for  the  U.S.  as  a whole. 


Methods 

This  paper  compares  the  major  medical  economic  data  ele- 
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Listen 
to  your 
heart. 

Sandra  called  me  on  the 
way  to  work  to  remind 
me  about  our  family 
dinner  tonight. 

Emily  left  a message 
on  my  AMS:  ‘Hove 
you,  Daddy.’ 

I called  her  back  and 
said,  ‘I  love  you,  too.’ 

Nothing  feels  better 
than  keeping  in  touch. 

Island-wide  coverage. 
Personalized  service.  And 
more  cellular  options  to 
meet  your  communication 
needs.  At  Honolulu 
Cellular,  we  know  phones 
aren’t  just  for  business 
any  more.  Because  some 
things  are  too  important 
to  lose  touch  with. 

Discover  the  communi- 
cation choice  you  can 
depend  on. 

Only  at  Honolulu  Cellular. 


Honolulu 

Cellular 


Hawaii’s  Cellular  Leader 


1161  Kapiolani  Boulevard/ 545-4765  • Grosvenor  Center,  737  Bishop  Street/ 528-6161  • 98-1238  Kaahumanu  Street,  Suite  100/487-CELL 


COMPARISON  (Continued  from  page  10) 


ments  in  the  U.S.  and  Hawaii.  The  sources  of  information  are 
existing  published  data,  primarily  the  Hawaii  Department  of 
Business,  Economic  Development  & Tourism’s  (DEED) 
annual  Data  Book  and  the  Health  Insurance  Association  of 
America’s  (HIAA)  annual  Source  Book  of  Health  Insurance 
Data. 

The  HIAA  data  are  produced  largely  from  the  federal 
Health  Care  Financing  Administration’s  (HCFA)  tabulation 
of  Personal  Health  Care  Expenditures  (PHCE),  whereas  the 
State’s  DEED  reports  use  the  methodology  of  the  U.S.  Com- 
merce Department’s  Personal  Consumption  Expenditures 
(PCE)  — Medical  Care  component,  as  reported  in  National 
Income  and  Product  Accounts  (NIPA).  There  are  minor  differ- 
ences in  accounting  methodologies  used  by  HCFA  and  Com- 
merce. As  a result,  the  Commerce  NIPA  and  related  DEED 
figures  have  been  somewhat  lower  relative  to  the  HCFA  tabu- 
lations. (HCFA  and  Commerce  are  working  to  resolve  this 
problem  in  the  next  2 years.)  If  this  difference  in  methodolo- 


TABLE 1 


1988  HEALTH  EXPENDITURES  BY  TYPE  (Millions) 


Type  of  Expenditure 

U.S. 

Hawaii* 

Personal  Health  Care'*** 

Program  Administration  and  Net 

Cost  of  Private  Health  Insurance* 
Government  Public  Health  Activities* 

$478,000 

26,000 

17,000 

$1552 

85 

51 

Total  Services  and  Supplies 

521,000 

1,688 

Research  and  Construction^ 

19,000 

64 

Total  Health  Expenditures 

$540,000 

$1,752 

* The  Hawaii  figures  have  been  proportionally  raised  for  an  equi- 
table comparison  with  national  accounts,  as  noted  in  the  pre- 
ceeding  discussion. 

**  “Personal  Health  Care"  represents  private  and  public  spending 
for  direct  health  and  medical  services  to  individuals,  whether 
insured  or  not.  The  figure  includes  items  such  as  hospital,  nurs- 
ing home,  and  home  health  care;  physician,  dentist,  and  other 
professional  care;  drugs  and  other  medical  nondurables;  vision 
products  and  other  medical  durables;  also  included  are  nonpre- 
scribed  drugs  and  medicines,  household  supplies  and  other 
items  not  covered  by  insurance. 


TABLE  2 

1988  U.S.  AND  HAWAII  HEALTH  EXPENDITURES  (Millions) 
AS  A PERCENT  OF  GROSS  PRODUCT* 

U.S.  Health  Expenditures 

$540,000 

11.1% 

Gross  National  Product 

$4,881,000 

Hawaii  Health  Expenditures 

$1,752 

8.1% 

Gross  State  Product 

$21,588 

gies  is  left  unadjusted,  the  Hawaii  data  appears  even  more 
favorable  (lower)  than  presented  in  this  paper. 

The  following  data  and  graphs  compensate  for  this  built-in 
understatement  by  raising  DEED  reported  Hawaii  figures  by 
the  same  ratio  of  the  difference  between  NIPA  and  HCFA 
medical  care  consumption  accounts  for  each  of  the  years  cited 
(eg  the  effect  for  1988  was  to  increase  Hawaii’s  percent  of 
GSP  for  medical  care  from  7.5%  to  8.1%).  These  interpola- 
tions are  based  on  the  U.S.  Department  of  Commerce’s  Per- 
sonal Consumption  Expenditures  Methodology  Papers:  U.S. 
National  Income  and  Product  Accounts,  June  1990,  and  issues 
of  the  U.S.  Department  of  Commerce’s  periodical  Survey  of 
Current  Business.  Where  minor  data  elements  for  Hawaii  are 
unavailable,  ie,  net  cost  of  health  insurance,  public  health 
activities,  research  and  construction  (combined  total  less  than 
12%  of  total  health  expenditures),  they  arc  interpolated  at 
national  norms  for  those  years. 


Results 

A comparison  between  U.S.  and  Hawaii  health  expendi- 
tures indicates  that  the  percent  of  Hawaii’s  GSP  consumed  by 
medical  goods  and  services  was  at  8.1%  in  1988,  versus  the 
U.S.  experience  of  11.1%  of  GNP  (Table  1,  Table  2,  and 
Graph  4).  A review  of  data  from  prior  years  indicates  this 
divergence  began  in  1983  and  has  increased  since  then  (Graph 
5).  Graph  6 (per  capita  annual  health  expenditures  in  current 
dollars  for  both  Hawaii  and  the  U.S.)  demonstrates  that  the 
ratio  favorable  to  Hawaii  is  not  simply  an  aberration  of  the 
rapidly  expanding  local  economy  (the  GSP  denominator  in  the 
ratio),  but  is  due  to  a generally  lower  and  slower  rate  of 
growth  of  the  health  care  expenditures  in  Hawaii. 


GRAPH  3. 
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When  compared  to  other  industrialized  countries  with  pur- 
portedly exemplary  national  health  programs,  Hawaii’s  health 
expenditures  as  a percentage  of  the  economy  are  lower  than  in 
many.  Graph  7 depicts  the  relative  health  expenditures  as  a per- 
cent of  Gross  Domestic  Product  (GDP  = GNP  less  net  foreign 
investment  income),  in  the  U.S.,  Canada,  United  Kingdom, 
Japan,  Germany,  Sweden,  the  Netherlands  and  Hawaii.  Hawaii 
has  the  third  lowest  expenditure  ratio  in  this  comparison. 

Discussion 

The  specific  causes  of  this  enviable  cost  of  health  care 
record  in  Hawaii  have  never  been  delineated.  Many  theories 
have  been  advanced  to  explain  our  favorable  health  status 
(greatest  longevity  in  the  U.S.)  and  lowest  hospital  utilization. 
The  various  factors  mentioned  include  the  mild  climate,  the 
multi-cultural  ix)pulation,  an  oligopolistic  health  insurance 
industry,  a mandated  workplace  health  insurance  coverage,  as 
well  as  the  role  of  the  State  Health  Planning  and  Development 
Agency  (SHPDA),  to  name  a few.  To  dale,  none  has  proven  to 
be  the  primary  element  restricting  our  health  service  utiliza- 
tion and  expenditures.  This  is  worthy  of  further  research,  since 
the  answer  may  be  beneficial  to  other  communities  attempting 
to  deal  with  soaring  health  costs. 

However,  one  wonders  whether  our  overall  health  expendi- 
tures are  lower,  in  part,  because  Hawaii’s  health  providers  are 
being  paid  less  per  unit  of  service  than  their  peers  in  other 
communities  with  comparable  high  costs  of  doing  business, 
as  is  frequently  implied  by  anecdotal  comparisons  with  Main- 
land counterparts. 


GRAPH  5. 

HEALTH  EXPENDITURES  AS  % OF  GNP  AND  GSP 
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(Derived  from  HIAA  and  DBED  data) 


GRAPH  4. 

1988  HAWAII  VS.  U.S.  HEALTH  EXPENDITURES 
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GRAPH  6. 

PER  CAPITA  ANNUAL  HEALTH  EXPENDITURES 
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(Derived  from  HIAA  and  DBED  data) 
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COMPARISON  (Continued  from  page  13) 


GRAPH  7. 

HEALTH  EXPENDITURES  AS  % OF  1987  GDP 
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Conclusion 

Health  care  expenditures  have  been  rising  inexorably  all 
across  the  U.S.,  including  Hawaii.  Much  has  already  been 
written  about  the  causes  of  this  growth,  eg  increasing  con- 
sumer demand,  aging  population,  advances  in  health  technolo- 
gies, scarcities  of  professional  labor  and  general  inflation. 
Nevertheless,  this  paper  demonstrates  that  Hawaii’s  health 
care  purchasing  power,  relative  to  other  costs  in  our  economy 
and  the  U.S.  as  a whole,  is  a proven  better  value  to  the  people 
of  our  community. 

Perhaps  the  State  would  be  best  served  if  the  efforts  of  our 
community  leaders  focused  on  a comprehensive  study  of  why 
Hawaii  has  done  so  well.  In  this  way  we  might  learn  how  to 
maintain  and  improve  on  this  successful  record,  and  transfer 
our  experience  to  other  states. 
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Table  3 lists  the  \9&S  de  facto  state  population  as  1,216,700.  Therefore,  the 
Hawaii  acute  hospital  beds  per  thousand  population  were  2.35.  Or,  Hawaii 
was  only  61%  of  the  U.S.  ratio  of  hospital  beds  to  population. 

Grapth  3 uses  data  published  in  the  1990  Statistical  Abstract  of  the  U.S. 
1987  short-term  beds  (page  106)  are  divided  by  1987  regional  population 
figures  (page  20). 

3.  The  HIAA  1990  Source  Book  Of  Health  Insurance  Data,  page  64,  Table 
4.9  lists  1988  average  costs  per  hospital  stay  (expenses)  for  each  state. 
Hawaii  average  hospital  cost  per  hospital  stay  was  $4,651.  Alaska  was 
$5,616  per  stay.  New  York  was  $5,070  per  slay.  California  was  $5,061. 
Nine  states  had  higher  average  hospital  stay  costs  than  Hawaii. 
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...  it  is  our  job  as  intermediaries 


America’s  pharmaceutical  research  companies; 
Keeping  the  cost  of  health  care  down 

Pharmaceutical  Manufacturers  Association 


A response  to  the  staff  report  of  the  U.S.  Senate  Special  Com- 
mittee on  Aging. 

The  staff  of  the  U.S.  Senate  Special  Committee  on  Aging 
issued  a report  on  September  24,  1991  intended  for  informa- 
tional purposes.  “It  does  not  represent  either  findings  or  rec- 
ommendations formally  adopted  by  the  Committee,”  accord- 
ing to  the  report. 

The  report  is  critical  of  America’s  pharmaceutical  research 
companies  on  5 principal  points:  prices,  profits,  marketing, 
research  and  tax  credits. 

The  staff  report  is  biased  and  replete  with  factual  errors, 
erroneous  interpretations  and  misstatements.  Then,  on  the 
basis  of  flawed  findings,  the  report  presents  misguided  policy 
options. 

America’s  pharmaceutical  industry  leads  the  rest  of  the 
world  in  innovation;  the  new  drugs  that  are  developed  by  the 
industry  improve  the  health  and  quality  of  life  of  patients  here 
and  around  the  world.  These  medicines  save  lives  and  money. 
They  often  cure  or  control  deadly  diseases,  shorten  hospital 
stays,  reduce  physician  visits  and  obviate  surgery  in  millions 
of  cases.  Prescription  medicines  help  hold  down  health-care 
costs.  And  they  are  the  best  hope  for  containing  health-care 
costs  in  the  future. 

The  following  addresses  the  report’s  principal  allegations. 

Prescription  drug  prices/ profitability 
Costs  of  discovering  and  developing  pharmaceuticals  have 
risen  sharply. 

• Industry-funded  research  and  development  expendi- 
tures have  doubled  every  5 years  since  1970,  reaching 
$9.2  billion  in  1991  — more  than  the  total  invested  in 
biomedical  research  by  all  the  National  Institutes  of 
Health. 

• Drug  prices  have  not  risen  as  fast  as  the  industry’s 
R&D  expenditures.  In  1990,  for  example,  the  rise  in 
pharmaceutical  research  was  virtually  double  the  rate 
of  drug  price  increases  across  the  industry. 
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• Compared  with  all  other  U.S.  industries,  the  pharma- 
ceutical industry  devotes  a higher  percentage  of  sales 
revenues  to  R&D  — 16.5%  in  1990  for  all  PMA  mem- 
ber companies.  This  is  more  than  4 times  the  average 
of  all  industries. 

• The  latest  estimate  — by  economists  at  TufLs  Universi- 
ty — of  the  cost  of  developing  a new  drug  is  $231  mil- 
lion, up  sharply  from  earlier  estimates. 

• A recent  study  by  Duke  University  economist  Henry 
Grabowski  found  that  only  3 of  every  10  drugs  intro- 
duced by  the  pharmaceutical  industry  between  1970 
and  1979  subsequently  recovered  their  R&D  costs. 

• The  Grabowski  study  also  concluded  that  if  prices  had 
risen  at  only  the  general  rate  of  intlation  since  1980, 
the  industry  could  not  have  recovered  iLs  costs  for  this 
portfolio  of  drugs  and  R&D  expenditures  would  have 
been  adversely  affected. 

The  1980s  have  seen  greatly  shortened  product  life  cycles  for 
pharmaceuticals. 

• In  1984,  the  life  cycle  of  pharmaceutical  products  that 
had  lost  patent  protection  was  shortened  dramatically 
with  the  passage  of  the  Drug  Price  Competition  and 
Patent  Term  Restoration  Act  (Waxman-Hatch),  which 
made  possible  quick  approval  of  generic  copies  of 
brand-name  products.  Within  2 years  of  patent  expira- 
tion, the  typical  pharmaceutical  product  now  loses  half 
of  its  market.  This  has  put  significant  pressure  on 
prices. 

Foreign  patent  piracy  raises  costs. 

• Countries  such  as  India,  Brazil  and  Thailand  steal  an 
estimated  $4.8  billion  in  patented  inventions  from  U.S. 
pharmaceutical  companies  each  year,  according  to  the 
U.S.  Trade  Representatives  and  the  International  Trade 
Commission. 

A different  Consumer  Price  Index  (CPI)  base  year  would  lead 
to  different  conclusions. 

• To  demonstrate  that  pharmaceutical  price  increases  are 
advancing  faster  than  other  medical  expenditures,  the 
report  uses  1980  as  a base  year.  If  the  report  had  gone 
back  to  the  CPI’s  previous  base  year  of  1967,  it  would 
show  that  drug  prices  lagged  behind  the  all-items  CPI 
until  1990  — and  still  trails  the  CPI’s  medical  compo- 
nent by  200  points.  (See  chart.) 

(Continued)  > 
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PHARMACEUTICAL  (Continued  from  page  15) 


• Regardless  of  what  the  report  implies,  the  average  cost 
of  a prescription  drug  in  the  U.S.  in  1990  was  $19.94. 

U.S.  versus  Canadian  prices. 

• Canadian  prescription-drug  prices  vary  from  province 
to  province,  depending  on  many  factors.  Ontario,  for 
example,  will  pay  for  only  the  cheapest  generic  drugs 
for  its  elderly  and  indigent  residents.  A similar 
approach  for  Medicaid  was  proposed  by  Senator  Pryor 
last  year  and  soundly  rejected. 

• Canada  is  the  only  Western  industrialized  nation  that 
links  the  market  exclusivity  of  a patented  product  to  its 
price.  Adopting  such  a patent-crippling  system  in  the 
United  States  would  have  the  same  effect  in  this  coun- 
try as  Canada’s  traditionally  weak  patent  system  has 
had  in  Canada.  It  would  impair  the  U.S.  pharmaceuti- 
cal industry’s  innovativeness,  making  it  far  less  com- 
petitive with  drug  industries  in  other  industrialized 
countries,  such  as  the  United  States,  Japan,  Germany 
and  Switzerland,  where  patent  laws  are  strong. 

• The  staff  report  fails  to  mention  that  Canada  is  the 
major  industrial  country  with  the  weakest  condition  for 
pharmaceutical  innovations,  having  contributed  the 
least  number  of  new  compounds  in  recent  years  to  cure 
diseases.  Those  who  advocate  Canada’s  system  of 
price  controls  and  weak  patent  protection  invite  a rapid 
decline  in  American  pharmaceutical  innovation,  with 
disastrous  consequences  for  the  health  of  our  citizens. 

Pharmaceutical  industry  profitability 

• Investments  in  high-risk  ventures  — such  as  new  drug 
development,  where  fewer  than  1 in  5,000  chemicals 
or  biologicals  tested  actually  is  ever  marketed  — 
appropriately  require  a rate  of  return  considerably 
higher  than  could  be  obtained  from  placing  the  same 
money  in  an  average  company. 

Pharmaceutical  industry  marketing 

Marketing  practices  conform  to  AMA  guidelines 

• The  staff  report’s  examples  of  “abusive  marketing  and 
promotional  practices”  do  not  reflect  today’s  market. 
Pharmaceutical  promotional  practices  conform  to 
guidelines  adopted  by  the  American  Medical  Associa- 
tion’s House  of  Delegates  on  December  4,  1990, 
which  the  PMA  Board  of  Directors  adopted  2 days 
later.  Since  the  guidelines  forbid  the  practices  cited  in 
the  report,  legislative  remedies  are  unnecessary. 

Pharmaceutical  industry  research 

Drug  industry  breakthrough  research 

• The  report  asserts  that  “few  breakthrough  drugs”  have 
resulted  from  the  drug  industry  pricing  policies  that 
have  sustained  research  and  development.  This  ignores 
dozens  of  “break-through”  drugs  in  past  decades.  They 
include  biotechnology  breakthroughs  such  as  human 
growth  hormone  for  dwarfism,  interferon  alpha  for 
AIDS -related  Kaposi’s  sarcoma,  erythropoietin  for 
dialysis-associated  anemia  and  granulocyte  colony 
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stimulating  factor  for  chemotherapy-induced  neutrope- 
nia (low  white  blood  cell  count).  It  flagrantly  ignores 
the  many  breakthrough  “conventional”  drugs  and  vac- 
cines for  diseases  such  as  river  blindness,  African 
sleeping  sickness,  malaria,  severe  combined  immuno- 
deficiency disease  (the  so-called  “Bubble  Boy”  dis- 
ease), AIDS-associated  cytomegalovirus  retinitis, 
AIDS -associated  cryptococcal  meningitis  and  systemic 
candidal  infections,  hepatitis  B,  haemophilus  influenza 
type  B,  and  neonatal  respiratory  distress  syndrome. 
And  the  R&D  pipeline  is  bursting  with  future  break- 
throughs. 

• The  report  shows  little  appreciation  of  the  value  of  the 
second  or  third  products  on  the  market  in  a therapeutic 
category.  These  products,  though  perhaps  not  break- 
throughs, often  offer  major  advances  in  treatment  and 
reduction  in  side  effects.  Examples  include  newer 
cephalosporin  antibiotics  requiring  less  frequent 
administration  and  enabling  home  intravenous  use; 
improved  cancer  chemotherapeutic  agents  which  elim- 
inate hospitalization,  and  newer  medications  effective 
in  the  treatment  of  schizophrenia  and  depression. 

There  are  better  ways  to  lower  cost 
of  providing  needed  medicines 
Policy  options  which  might  actually  help  reduce  the  cost  of 
prescription  drugs  are: 

• Streamline  the  drug  approval  process.  The  average 
cost  of  getting  a drug  onto  the  U.S.  market  could  be 
cut  substantially  if  clinical  testing  and  FDA  review 
times  were  reduced  to  that  experienced  in  major  Euro- 
pean countries  such  as  the  United  Kingdom. 

• Reduce  patent  piracy.  U.S.  research-based  pharmaceu- 
tical companies  lose  about  $5  billion  a year  to  interna- 
tional patent  pirates,  who  copy  their  drugs  without  per- 
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. . . continuing  research 


Hereditary  anemias  in  Hawaii:  An  update 

Y E Hsia  BM  FRCP  DCH 


Since  our  first  report  was  published  in  the  Hawaii  Medical 
Journal  in  the  September  1987  issue  and  was  reprinted  in  the 
September  1991  special  sesquicentennial  issue,  with  the  sup- 
port of  doctors  in  Hawaii  and  their  referrals,  our  ,small  team 
has  now  tested  5,000  people*.  DNA  analyses  have  been  com- 
pleted in  over  1 ,000  people. 

In  this  hereditary  anemia  project,  many  families  have  bene- 
fitted;  every  participant  has  been  sent  a personalized  report. 
We  have  learned  valuable  lessons  about  the  attitudes  and  cul- 
tures of  participants'”*  about  the  hematological  and  clinical 
features  of  the  diverse  thalassemias  prevalent  in  Southeast 
Asians'-’ about  how  best  to  detect  these  and  how  DNA 
analyses  help  in  confirming  or  revising  diagnoses'"- 
Couples  at  risk  for  having  severely  affected  children  have 
been  counseled,  pregnancies  at-risk  have  been  tested*. 

The  a-thalassemias  have  major  health  implications  espe- 
cially for  Filipinos  who  are  the  most  rapidly  growing  ethnic 
minority  throughout  the  United  States’. 

A special  Thalassemia  clinic  has  been  established  under  R 
Wilkinson  MD  to  provide  structured  care  for  transfusion- 
dependent  patients  who  may  need  iron-chelation  therapy.  We 
showed  that  Hb  H disease  from  loss  of  3 a-globin  genes  is 
usually  benign,  but  Hb  H/Constant  Spring  tends  to  be  transfu- 
sion-dependent". 

Data  from  this  project  have  greatly  improved  knowledge 
about  the  ranges  and  confidence  limits  of  red  cell  indices  for 
each  diagnostic  category,  with  improved  interpretations  of 
individual  results.  Extensive  experience  has  been  gained  in 
using  red  cell  indices  and  isoelectric  focusing  to  detect  a and  p 
thalassemia  carriers  in  adults  and  infants' 

Thalassemia  incidences  in  Laotians  and  Filipinos  were  cal- 
culated far  more  accurately  than  had  been  done  previously’. 

Red  cell  distribution  width  and  red  cell  zinc  protopophyrin 
by  microfluorimetry  arc  shown  to  be  a reliable  inexpensive 
way  to  screen  for  iron  deficiency,  except  for  some  overlap 

with  p-thalassemia  heterozygotes  and  HB  H disease  cases. 

Innovative  DNA  techniques  have  been  created,  including 
the  first  reliable  method  to  look  for  the  Constant  Spring  muta- 
tion*. This  uses  the  polymerase  chain  reaction  (PCR)  to  ampli- 
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fy  DNA  from  the  tail  end  of  the  a^-globin  gene  a million-fold 
in  a few  hours.  The  technique  has  been  applied  to  analyze  a 
few  strands  of  hair  sent  from  patients  in  India. 

We  have  also  devised  a novel  PCR  technique  to  detect  the 
most  common  type  of  single  a-globin  gene  deletion,  introduc- 
ing a strategy  that  is  applicable  to  any  large  DNA  deletion’. 

For  rapid  fetal  detection  of  a-globin  deletions,  we  have 
developed  a multiplex  PCR  technique  to  amplify  the  p-globin, 

а,  and  globin  genes  simultaneously  from  drops  of  blood  or 
a few  fetal  cells.  This  can  be  completed  in  one  working  day*. 

We  have  adopted  2 useful  techniques  developed  by  others. 
One  screens  for  the  most  common  double  a-globin  deletion, 
using  a monoclonal  anti-q  antibody  on  a drop  of  blood'’”. 
Another  uses  denaturing  gradient  gel  electrophoresis  to  define 
the  dozens  of  mutations  in  the  p-gene  that  produce  the  p-tha- 
lassemias. 

Data  from  this  project  have  been  pre.sented  in  national  and 
international  conferences'’-”"  '”*;  several  articles  have  been 
published"' and  more  are  being  prepared.  I was  the 
coordinator  and  chair  of  a special  workshop  on  thalassemia 
screening  at  the  Eighth  International  Congress  on  Human 
Genetics  in  Washington,  DC,  in  October,  1991. 
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ONLY  ONE  HrANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  DUODENAL  ULCER  DOSAGE.  ONLY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage. 

Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week.  ^ 

ACID  TESTED.  PATIENT  PRDVEN. 


Axm 

nizatidine 

15G  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories.  See  accompanying  page  for  prescribing  information 
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HEREDITARY  ANEMIA  (Continued from  page  17) 


AXID 


nizatidine  capsules 


Brief  Summary.  Consult  the  package  insert  for 
complete  prescribing  information 
Indications  and  Usage:  i Active  duodenal  ulcer - 
lor  up  to  8 weeks  of  treatment  at  a dosage  of  300  mg 
h.s,  or  150  mg  b.i.d.  Most  patients  heal  within  4 weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer 
patients  at  a dosage  ol  150  mg  h.s.  at  bedtime.  The 
consequences  ol  therapy  with  Axid  tor  longer  than  1 
year  are  not  known. 

3 Gastroesophageal  reflux  disease  (GERDHoi  up 
to  12  weeks  ot  treatment  ol  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerative  esophagitis, 
and  associated  heartburn  at  a dosage  ol  150  mg  b i d. 

Contraindication;  Known  hypersensitivity  to  the  drug 
Because  cross  sensitivity  in  this  class  ot  compounds  has 
been  observed.  H?-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history 
ot  hypersensitivity  to  other  H^-receptor  antagonists. 

Precautions;  General- ^ Symptomatic  response  to  nizatidine  therapy  does  not  preclude  the  presence 
ot  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3-  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of 
nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesfs -False*positive  tests  ior  urobilinogen  with  Multistix"  may  occur  during  therapy 

Drug  Interactions -tio  interactions  have  been  observed  with  theophylline,  chlordiazepoxide,  lorazepam, 
lidocaine,  phenytoin,  and  warfarin  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore, 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given 
very  high  doses  (3,900  mg)  ot  aspirin  daily.  Increased  serum  salicylate  levels  were  seen  when  nizatidine, 
150  mg  b.i.d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A.  2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
ot  a carcinogenic  effect.  There  was  a dose-related  increase  in  the  density  of  enterochromatfin-like  (ECL)  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male 
mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.The  rate  ot  hepatic  carcinoma  in  the  high-dose 
animals  was  within  the  historical  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared 
with  concurrent  controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of  a marginal 
finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  ot  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  performance  of  parental  animals  or  their  progeny 

Pregnancy- Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies  In  rats  at  doses  up 
to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  fertility  or  teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement 
coarctation  of  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are,  however, 
no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine 
should  be  used  during  pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral  dose  is  secreted 
in  human  milk  in  proportion  to  plasma  concentrations.  Because  of  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Paf/en/s- Healing  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions;  Worldwide,  controlled  clinical  trials  included  over  6,000  patients  given  nizatidine  in 
studies  of  varying  durations.  Placebo-controlled  trials  in  the  United  States  and  Canada  included  over  2,600  patients 
given  nizatidine  and  over  1 ,700  given  placebo  Among  the  adverse  events  in  these  placebo-controlled  trials,  only 
anemia  (0.2%  vs  0%)  and  urticaria  (0.5%  vs  0.1%)  were  significantly  more  common  in  the  nizatidine  group.  Of 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  statistically  significant  difference 
between  /\xid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  information) 

A variety  of  less  common  events  were  also  reported,  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizatidine. 

Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in 
SGOT  or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes 
overall  and  elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation  ot  Axid.  Since  market  introduction, 
hepatitis  and  jaundice  have  been  reported  Rare  cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic 
injury  with  jaundice  have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular-\r\  clinical  pharmacology  studies,  short  episodes  of  asymptomatic  ventricular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endocrine-C\m\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no  evidence  of  anti- 
androgenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been  reported  rarely 

Hematologic -Anemia  was  reported  significantly  more  frequently  in  nizatidine  than  in  placebo-treated 
patients.  Fatal  thrombocytopenia  was  reported  in  a patient  treated  with  nizatidine  and  another  Hj-receplor 
antagonist.  This  patient  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Urticaria  was  reported  significantly  more  frequently  in  nizatidine-  than  in  placebo-treated 
patients  Rash  and  exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizatidine 
administration  have  been  reported  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm.  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

Of/re/’-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia,  fever,  and 
nausea  related  to  nizatidine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  activated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  of 
hemodialysis  to  remove  nizatidine  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  distribution,  nizatidine  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method. 
PV  2093  AMP  [101591] 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
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PHARMACEUTICAL  (Continued from  page  16} 

mission.  Intellectual  property  protection  must  be 
strengthened,  not  weakened  as  in  Canada,  and  lough 
action  taken  against  patent  pirates. 

• Cut  product  liability  costs.  The  high  cost  of  protecting 
against  the  possibility  of  high  jury  awards  in  product 
liability  cases  adds  millions  of  dollars  to  drug  costs.  A 
reform  of  the  tort  laws  is  needed,  including  protection 
against  punitive  damages  for  products  that  have  been 
deemed  safe  and  effective  by  the  Food  and  Drug 
Administration. 


Conclusion 

The  Senate  Aging  Committee’s  staff  is  singling  out  one 
competitive  industry  for  price  controls  and  weakened  patent 
protection.  If  their  recommendations  are  enacted,  it  would 
have  a damaging  effect  on  both  health  care  and  U.S.  interna- 
tional competitiveness. 
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Life  in  These  Parts... 

“Dr  Sharon  Bintliff  was  working  the  emergen- 
cy room  night  shift  at  Pali  Momi  with  3 nurses, 
all  of  whom  happened  to  be  male.  After  Doc 
Sharon  had  cared  for  a child,  the  mother  said  sin- 
cerely, ‘I’m  so  impressed  that  just  one  nurse  can 
keep  up  with  these  3 doctors.’  A number  of 
thoughts  passed  through  Sharon’s  mind,  but  what 
she  said  was,  ‘Thank  you  for  the  compliment.”’ 
(Don  Chapman,  August  16) 

* ♦ * 

In  October,  Medicaid  administrator  Winifred 
Odo  announced  that  for  the  fiscal  year  ending  in 
June,  medical  care  costs  had  exceeded  the  $255 
million  Medicaid  budget  by  $50  million.  She 
cited  a combination  of  factors:  more  health  claims 
by  the  77,000  Medicaid  recipients,  new  high-tech 
treatments  and  more  catastrophic  illnesses.  Last 
year  for  every  Medicaid  dollar  sp)ent  in  Hawaii, 
the  federal  government  paid  54.14  cents.  The 
amount  dropped  to  52.57  cents  in  October  and 
will  drop  to  50  cents  next  October.  HCFA  is  even 
considering  reducing  the  federal  share  to  45  cents. 
The  State  Department  of  Health  Services  has  con- 
sidered dropping  programs  not  federally  required, 
such  as  drug  coverage,  therapies,  dental  programs 
and  intermediate  care  coverage,  but  Winifred  pm- 
dently  feels  that  if  dmg  coverage  (which  cost  $20 
million  last  fiscal  year)  were  dropped,  there 
would  merely  be  cost  shifting,  ultimately  costing 
more  and  patients  would  be  sicker... 

* * * 

The  National  Cancer  Institute  reports  that 
Hawaii’s  average  annual  cancer  death  was  138.4 
per  100,(XX)  compared  to  the  national  average  of 
171.3  pter  100,000  for  the  pteriod  1984  to  1989. 
Our  average  was  the  second  lowest  nationwide. 
Utah  was  the  lowest  with  a large  population  of 
Mormons  who  neither  smoke  or  drink. 

The  UH  Cancer  Research  Center  has  the  fol- 
lowing breakdown  by  ethnicity  for  the  period 
1983  to  1986: 


Male 

Female 

Caucasians 

371 

104 

Hawaiians 

296 

95 

Japanese 

251 

71 

Filipinos 

205 

48 

Chinese 

204 

76 

Lois  Lemarchand,  epidemiologist  at  the  UH 
center  reports  that  Caucasians  and  Hawaiians 
have  high  rates  of  breast  cancer  and  cites  high  fat 
intake,  obesity  and  first  pregnancies  after  age  30 


as  contributing  causes.  Robyn  Kaufman  rep)orts 
that  in  general  the  Asian  population  has  a lower 
incidence  of  cancer.  She  feels  that  dark  green  and 
dark  yellow  fruits  and  vegetables  may  reduce  the 
risk  of  certain  cancers  because  of  their  high  Vita- 
min A and  Vitamin  C contents  and  high  beta- 
carotene  content.  Abe  Nomura,  director  of  the 
Japan-Hawaii  Cancer  Study  says  the  incidence  of 
stomach  cancer  in  Japan  is  80  pier  100,(X)0  and  in 
Hawaii  30  pier  100,0(X).  The  incidence  in  Cau- 
casian males  is  10  pier  100,000.  Abe  feels  that  the 
high  incidence  in  Japian  may  be  linked  to  salted, 
smoked  and  pickled  foods. . . 

Leeches 

On  August  27,  the  Slate  Board  of  Agriculture 
denied  Straub  surgeon  Randy  Wong’s  request  to 
import  live  leeches  for  draining  pxistop  clots  in 
microsurgery  and  reimplantations  ... 

America’s  Healthiest  State? 

In  its  third  annual  study.  Northwestern 
National  Life  Insurance  Company  looked  at  vio- 
lent crime,  smoking,  motor  vehicle  deaths,  mor- 
tality rates,  heart  disease,  cancer  and  access  to 
health  care  and  vaulted  Hawaii  into  first  place 
from  fourth  last  year  as  America’s  healthiest  state. 
State  health  director  John  Lewin  feels  otherwise. 
He  warns:  “We  are  a lot  more  fat,  tense,  drunk, 
diabetic,  sedentary,  and  full  of  cholesterol  than 
much  of  the  rest  of  the  country.  Hawaii’s  porky, 
hard  drinking,  hypertensive,  couch  potatoes 
should  not  take  comfort  from  the  study.  One  myth 
is  that  we  have  good  health  statistics  here  because 
the  high  proportion  of  Asian  Americans  have 
healthier  lifestyles.  The  reason  we  appiear  to  be 
healthy  is  that  Hawaii  residents  go  to  the  doctor 
twice  as  often  as  other  Americans  and  treat  their 
real  illnesses  early,  and  Hawaii  residents  end  up 
in  the  hospital  about  one-half  to  two-thirds  as 
often  as  other  Americans  ...” 

Professional  Moves 

In  August:  FP  Eric  Yee,  formerly  with  Garden 
Island  Medical  Group  joined  the  Kauai  Medical 
Group  staff  in  its  Family  PracticeAValk-in  Clinic 
department  at  Kukui  Grove  and  Central  Clinic 
branches..  Cardiologist  Irwin  Schatz  relocated  to 
1380  Lusitana  Ste  709;  and  FP  Deborah  Moor- 
head joined  the  Kailua  Family  & Urgent  Medical 
Care  Center. 

In  September:  General  and  vascular  surgeon 
Eugene  Ferris  opened  his  office  at  Queen’s  POB 
II,  Ste  602  and  Kailua  Professional  Center,  Suite 
602;  general  and  transplant  surgeon  Whitney 
Limm  joined  the  Surgical  Associates  of  Liv- 
ingston Wong  and  Fong  Liang  Fan  at  St  Francis 
Medical  Office  Building,  Ste  208  and  Queen’s 
POB  n,  Ste  709. 

In  October:  Ophthalmologist  Christopher  Tor- 
tora  joined  the  Hawaiian  Eye  Center  as  director  of 
its  glaucoma  service  . . . 

Entrepreneurs 

Osteon,  a high  tech  company  based  in  Wahi- 
awa,  is  owned  by  pihysicians  John  Vogel  (former 
NASA  physician),  Richard  Wasnick  (Hawaii 
Osteoporosis  Center  director),  et  al.  The  company 
has  developed  a OsteoAnalyzer  which  is  small, 
accurate  and  relatively  inexpensive  for  measuring 


calcaneal  density.  Two  units  were  sent  to  Japan  in 
1989  and  resulted  in  Japanese  government 
approval,  Japanese  patents,  and  purchase  orders. 
Now  Osteon  cannot  make  the  $40,000  machines 
fast  enough  to  supply  the  Japanese  market . . . 

NINGEN  DOKKU  (literally  “human  dry 
dock”)  refers  to  an  annual  executive  physical  for 
top  Japanese  executives.  Blake  Waterhouse, 
Straub  CEO  reports  that  Straub  Clinic  and  Mit- 
subishi Materials  Corp  of  Tokyo  will  conduct 
Hawaii  vacation/health  evaluation  programs  start- 
ing in  1992  with  500  executives  coming  the  first 
year.  The  package  includes  first  class  airfare,  2 
nights  lodging  at  Straub,  health  screening,  and  4 
nights  at  The  Lodge  at  Koele.  The  idea  began 
with  a casual  conversation  3 years  ago  on  the  Big 
Island  between  2 occupational  health  specialists, 
James  Langworthy  of  Straub  and  Fiji  Yano,  medi- 
cal advisor  to  Mitsubishi  Materials  ... 

News  Briefs 

Julia  Frohlich,  Blood  Bank  of  Hawaii  presi- 
dent since  1985,  was  appointed  to  the  First 
Hawaiian  Bank’s  board  of  directors  by  CEO  Wal- 
ter Dods  Jr.  Julia  becomes  the  first  woman  direc- 
tor in  the  132-year  history' of  First  Hawaiian  ... 

Investor-entrepreneur  Harry  Weinberg  left  an 
estate  valued  at  more  than  $900  million.  His  foun- 
dation made  2 recent  contributions  to  the  Variety 
School  of  Hawaii;  a $1  million  cash  contribution 
for  a perpetual  endowment  fund  and  an  additional 
$25,000  for  general  support. The  Variety  School 
celebrated  its  30th  Anniversary  on  October  16 
honoring  co-founder  Cal  Sia  ... 

Orthopod  Douglas  Hiller  of  Pali  Momi  is 
chief  medical  officer  for  the  Triathlon  Federation- 
USA  and  was  at  the  October  Ironman  Triathlon  in 
Kona  drawing  pre-  and  post-race  blood  specimens 
from  50  athletes.  The  blood  will  be  analyzed  for 
fluid,  magnesium  and  electrolytes  and  the  results 
will  be  published  in  future  medical  journals.  Dou- 
glas reports:  “The  race  offers  an  ideal  environ- 
ment for  collecting  data  on  the  endurance  athlete. 
I’ve  been  conducting  tests  for  about  8 years,  and 
there  is  still  much  to  learn.”  Douglas,  a former 
Punahou  school  athlete  has  finished  3 Ironman 
races  and  admits  swimming,  biking,  and  running 
non-stop  for  9 to  1 8 hours  is  not  for  everyone  . . . 

“The  FBI’s  Jim  Freeman  recently  presented  an 
award  to  Emergency  Room  Doc  Wes  Young  for 
his  volunteer  services  with  the  bureau’s  SWAT 
team.  Young  teaches  agents  how  to  handle  gun- 
shot and  stab  wounds,  among  other  things.  Young 
doesn’t  sit  on  the  side.  He  trains  with  the  SWAT 
team  in  rappeling,  weapons  and  tactics.”  (From 
Wood  Craft  — by  Ben  Wood) 

Abraham  Nomura  of  Kuakini  Cancer  Center 
and  Julia  Parsonnet  of  Stanford  University,  in  sep- 
arate studies,  helped  link  helicobacter  pylori  as 
the  cause  of  60%  of  stomach  cancers.  Abe’s  study 
was  conducted  on  109  stomach  cancer  patients 
and  94%  had  been  infected  while  only  75%  of  a 
healthy  comparison  group  had  been  infected.  The 
Stanford  study  was  conducted  on  372  cancer 
patients  with  84%  infected  compared  to  61%  in  a 
comparison  group.  Both  studies  show  that  stom- 
ach cancer  patients  were  more  likely  to  have  had 
a helicobacter  infection  even  15  or  20  years  earli- 
er. The  separate  studies  were  published  in  the 
October  17  issue  of  the  New  England  Journal  of 
Medicine. 
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Honored,  Appointed  and  Elected 

At  the  October  11  HMA  Presidential  Inaugu- 
ration Banquet  at  The  Westin  Kauai,  Allan  Kuni- 
moto  was  honored  as  the  AH  Robins  Physician  of 
the  Year;  Senator  Ann  Kobayashi  was  named 
HMA  Legislator  of  the  Year  for  her  efforts  in  tort 
reform  and  in  obtaining  higher  Medicaid  reim- 
bursements; and  Gwen  Fu,  wife  of  Maui  pediatri- 
cian Denis  Fu  was  elected  the  1992  president  of 
the  HMA  Auxiliary  ... 

Orthofxxl  Allen  Richardson,  a 1965  Punahou 
grad  was  named  Punahou  School  trustee.  Allen 
has  been  team  physician  for  the  UH  Women’s 
athletic  program  for  12  years  and  team  physician 
for  every  U.S.  Olympic  swimming  team  since 
1980... 

Oncology  Dialogue 

Two  men,  a 65 -year-old  and  a 75 -year-old, 
with  gastric  Ca  and  mets  were  presented  and  dis- 
cussed. Moderator  Glenn  Kokame  waxed  philo- 
sophical: “At  Kuakini  we  see  an  average  of  a case 
a week  or  around  50  cases  a year  with  a 25%  cure 
rate.  KMC  sees  more  cases  than  MD  Anderson.” 
Pathologist  Grant  Stemmerman  commented:  “We 
are  interested  in  familial  forms  of  gastric  Ca.  Out 
of  242  index  cases,  we  have  16  families  with  3 or 
more  cases.  One  family  had  4 gastric  and  4 colon 
cancers.  There  seems  to  be  a relation  between 
gastric  and  colon  cancers,  p>erhaps  some  genetic 
association.”  Surgeon  Scott  Hundahl  suggested, 
“If  you  have  gastric  Ca  in  your  family,  marry 


someone  whose  family  doesn’t.”  Glenn  inquired: 
“Are  there  any  blood  tests  like  CHA  to  detect  gas- 
tric Ca?”  Stemmy:  “The  PG  I to  PG  II  ratio  has  a 
96%  sensitivity  and  30%  specificity.  H.  Pylorii 
antibody  is  94%  positive  in  gastric  Ca  and  a 74% 
in  control.  But  the  strongest  predictor  is  a smok- 
ing history.”  Stemmy  later  added,  “Recent  studies 
in  Italy  have  shown  that  helicobacter  emit  toxins 
which  increase  cell  replication.  Gastric  Ca  is 
highly  associated  with  smoking,  history  of  high 
acid  output,  and  propensity  for  ulcers  and  with 
hiatal  hernia  ...” 

Letters  to  the  Editor 

(Two  thought-provoking  letters) 

Bruce  Chrisman’s  letter  to  the  editor  appeared 
in  the  August  26  Honolulu  Advertiser:  “Not  too 
long  ago,  a well-known  Hawaii  physician.  Dr 
Rick  Williams,  was  arrested  on  multiple  charges 
for  an  incident  involving  a female  acquaintance 
who  had  voluntarily  accompanied  him  to  his 
office  in  an  after-hours  setting.  No  one  was 
injured  and  he  and  she  had  quite  different  views 
of  what  happened. 

Dr  Williams  was  a long-time  resident  and  had 
no  criminal  record.  Nonetheless  a Hawaii  judge 
set  Dr  Williams’  bail  at  $1.4  million.  Because  of 
this  bail.  Dr  Williams  spent  a long  time  in  jail 
after  his  arrest;  there  was  tremendous  adverse 
publicity  and  his  thriving  practice  was  ruined. 
Subsequently,  the  Prosecutor’s  Office  dropped  aU 
but  one  lesser  charge  against  him.  He  is  strug- 


gling to  rebuild. 

I have  been  appalled  in  recent  months  at  the 
low  bails  set  in  Hawaii  for  other  citizens  involved 
in  major  witnessed  crimes  in  which  there  was 
heinous  action,  severe  violence  or  death.  Recent- 
ly, a Milwaukee  man  had  been  found  to  have 
killed,  dismembered  and  sometimes  eaten  17  peo- 
ple and  his  bail  was  set  at  SI  million.  Further,  a 
couple  who  recently  came  to  Hawaii  had  just  been 
charged  with  first  degree  murder  for  the  senseless 
shooting  death  of  2 Hawaii  brothers  in  Waikiki. 
His  bail  is  set  at  $220,000  and  hers  at  $95,000. 

Do  others  besides  me  believe  that  judges 
show  gross  prejudice  or  enormous  variation  in  the 
setting  of  bails  and  the  freeing  of  suspects?” 

An  equally  thought-provoking  letter  to  the 
editor  was  written  by  F Don  Parsa  and  appeared 
in  the  August  31  Honolulu  Advertiser:  “Recently, 
The  Advertiser  has  published  articles  regarding 
the  Japanese  apologizing  for  the  Pearl  Harbor 
attack.  I find  such  apologies  as  absurd  as  the  orig- 
inal acts  of  violence. 

Both  the  Pearl  Harbor  attack  by  the  Japanese 
and  the  atomic  bombing  of  Hiroshima  and 
Nagasaki  by  Americans  were  great  tragedies 
reflecting  mankind’s  cruelty  and  madness  in  solv- 
ing geopolitical  differences.  Historically,  apolo- 
gies have  been  perceived  as  acts  of  submission 
and  humiliation,  creating  frustration  and  anger  in 
the  apologizing  nations. 

I’d  like  to  suggest  that  commemoration  of 
such  historic  tragedies  should  be  used  as  opportu- 
nities to  bring  nations  and  people  closer  together. 

(Continued)  > 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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SheratonI^akaha^ 

RESOKI'  ANO^Ct  XINTUY  CEUhE 


A 


NEWS  AND  NOTES 

(Continued  from  page  21 ) 

In  a spirit  of  ohana  and  aloha,  let  us  invite  our 
Japanese  friends  to  Hawaii  on  these  occasions, 
not  to  make  apologies,  but  to  join  hands  in  rever- 
ence for  Life.  Only  then  can  we  develop  ways  of 
promoting  global  peace  and  security  and  enhance 
the  prospect  of  survival  and  happiness  into  the 
future.” 


Unlimited 
Golf  For 
Kamaainas 


$ 


69 


Early  Birdie  PLUS 

Room  and  unlimited  golf.  Includes  sunrise  & twilight 
tee  times.  Mon.-Fri,  ($85,  Sat.  & Sun.) 


Whole-In-One  PLUS 

Room  and  unlimited  golf  Includes  prime  tee  times. 
Mon.-Fri.  ($91,  Sat.  & Sun.) 


To  our  room  and  golf  packages,  we've  added  the  one 
thing  you  really  wanted  ...MORE  GOLF!  Now,  for  a limited 
time  only,  our  golf  "PLUS"  packages  give  you  unlimited 
golf  on  the  day  you  play  your  scheduled  round  of  golf. 
Accept  the  challenge  of  Oahu's  highest-rated  U.S.C.A. 
course.  Make  your  reservations  now.  Call  695-951 1 . 

Rates  are  per  person,  per  night,  based  on  double  occupancy  & subject  to  availability 
Offers  are  for  a limited  time  only  and  do  not  include  applicable  state  taxes  Single  golfer 
rates  available  Not  applicable  to  groups  Proof  of  Hawaii  residency  required 


Sheraton  Makaha 

RE.SORT  (C  COl  .\TRY  t LI  B 
O.MIl' 

ITT  Sheraton 


If  you  do 
business  in 

Hawaii ...  ...  we  have 

and  find  it  valuable  to  know  news  for  you 

who’s  suing  who  or  who  s get-  ^ 

ting  hit  with  tax  liens,  going 
bankrupt,  getting  incorporated, 
selling  property,  being  dis- 
solved, or  getting  promoted 


BUSIN^ESS 


For  information  call  521-0021. 


Miscellany 

Jesus  and  Moses  took  a day  off  to  golf.  On  the 
120-yard  water  hole,  Moses  grabbed  his  5 iron 
and  got  to  within  10  feet  of  the  hole.  Jesus  chose 
his  7 iron.  Moses  advised;  “Use  your  5 iron.” 
Jesus:  “If  Arnold  Palmer  can  reach  with  his  7 
iron,  so  can  I.”  So  Jesus  took  a mighty  swing  with 
his  7 iron  and  the  ball  went  kerplunk  into  the 
pond.  Moses  said,  “I’ll  get  your  ball.”  And  he 
parted  the  waters  and  retrieved  the  ball.  Jesus  stUl 
confident  about  his  golf  skill  took  another  swing 
with  his  7 iron  and  again  the  ball  dropped  into  the 
pond.  He  calmly  walked  on  the  pond  surface  and 
reached  down  for  his  ball. 

Meanwhile,  the  foursome  in  the  back  was  get- 
ting antsy.  Someone  yelled,  “Who  do  you  think 
you  are?  Jesus  Christ?”  Moses  yelled  back,  “He 
thinks  he  is  Arnold  Palmer.” 

(A  churchgoer  heard  Chew  Mung  Lum,  a 
strong  15  handicapper,  include  this  joke  in  his  ser- 
mon one  Sunday  in  August.) 


Perspective 

For  years  that  was  my  bed 
With  that  great  swirled  walnut  headboard 
Where  I worked  late  and  pondered  and  read 
(Then  slept  while  my  memories  were  stored) 

But  the  view  those  years  from  my  bed 
Was  a closet,  a door  and  a wall 
With  windows  at  my  elbows  instead 
Of  rearranging  to  see  windows  and  all. 

Now  I’m  back  home  in  that  bed 
And  a wonderful  thing  has  occurred 
By  someone  just  using  their  head 
The  soul  of  that  room  has  been  stirred. 

By  changing  the  position  of  the  bed 
I see  magnolias  and  columns  and  birds 
Instead  of  a wall  rather  dead. 

And  the  beauty  is  beyond  all  my  words! 

Perhaps  there’s  a lesson  in  that  bed 
When  vision  and  purpose  have  dissolved 
And  life’s  just  a bore  — or  a dread  — 

By  a change  of  direction  it’s  solved. 

The  simplicity  of  moving  that  bed 
Suggests  there’s  no  need  for  a fit 
We  need  not  have  battled  and  “bled”  — 

Just  changed  our  perspective  a bit! 

Robert  S Flowen  MD 
May  28-30,  1985 
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Maka  0 Ka  Kauka 


Russell  T.  Stodd  MD 


NOW 


Affordable 

investment 

properties  with  excellent 
terms  are  still  available 
on  the 

Big  Island  of  Hawaii! 


If  any  idea  can  survive  a bureaucrat- 
ic review  and  be  implemented,  it 
wasn’t  worth  doing. 

The  proposed  cataract  PPO  demon- 
stration project  which  the  Health  Care 
Financing  Administration  had  intended 
for  the  Albany/Troy  New  York  area, 
has  been  cancelled.  The  reason  given 
was  “lack  of  interest.”  So  now,  Ms 
Wilensky  and  advisors  are  scouting  for 
a replacement  site,  still  to  be  deter- 
mined. Leadership  of  the  American 
Academy  of  Ophthalmology,  which  has 
fought  so  vigorously  to  derail  the 
scheduled  cataract  surgery  PPOs,  might 
take  part.  If  HCFAs  cataract  surgery 
PPOs  are  truly  as  ugly  as  forecast  by 
our  AAO,  then  the  whole  idea  should 
die  the  natural  death  of  a project  that  is 
simply  ignored.  Additionally,  anyone 
who  gets  in  bed  with  HCFA  with  the 
current  administration  budget,  is  certain 
to  skate  on  a narrow  margin  of  profit. 
Furthermore,  to  participate  in  this  pro- 
ject is  reminiscent  of  one  who  feeds  a 
crocodile  — hoping  that  it  will  eat  him 
last. 

It  is  amazing  how  complete  is  the 
delusion  that  beauty  is  goodness. 

The  October  1991  meeting  of  the 
American  Academy  of  Ophthalmology 
in  Anaheim  revealed  a rather  striking 
demonstration  of  the  power  of  the  tech- 
nology driving  the  practice  of  ophthal- 
mology, and  medicine  in  general.  Three 
huge  exhibit  rooms  were  devoted  to  the 
multitude  of  devices,  machinery,  tools 
and  techniques  in  current  and  projected 
use.  That  the  tail  is  wagging  the  dog  is 
all  too  obvious,  especially  considering 
the  outright  financial  gifts  to  the  AAO 
from  several  major  corporations,  eg, 
Allergan,  Alcon,  ^iss,  et  al.  The  fact  is 
that  medicine  has  undergone  a meta- 
morphosis from  the  art/science  of  25  or 
30  years  ago,  into  a true  medical-indus- 
trial complex  in  which  industry  dictates 
the  direction,  the  utilization  and  in  large 
part,  the  expenditures  of  our  profession. 
It  is  not  altogether  pretty. 


(Continued)  > 


FAIRWAY 

TERRACE 


•Phase  II 
units  priced 
from  under 
$100,000 
fee  simple 

• Suitable  for 
investment 
or  1031  exchange 


THE 


•Many  units  on 
golf  course 

•Appealing  amenities 
for  owners  & renters 


TIME 


Call  the  site  office 
at  1-883-8787 


coLDuea 

BANKeRQ 


McCORMACK 
REAL  ESTATE 

Independently  Owned  & Operated 


— 

iViason  Evans 

— 

— 

* Trial  Lawyers  * 

you, 

— 

■ Professional  Negligence  ■ 

■ Personal  Injury  ■ 

— 

■ Divorce  ■ 

— 

■ Criminal  Defense  ■ 

— 

Appearances  in  all  State  and  Federal  Courts 

— 

244-3923 

— 

Edward  F.  Mason  • Eugene  S.  Evans,  |r. 

— 

2041  Main  Street,  Wailuku,  Maui,  Hawaii 

— 
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MCAT 

Medical  College  Admission  Test 

DAT 

Dental  Admission  Test 

Test  Your  Best 
Classes  Forming  Now. 


If  you  or  someone  you  know  is 
preparing  for  any  of  these 
exams,  call  us  immediately  and 
be  sure  to... "Test  Your  Best". 


C STANLEY  H.  KAPLAN 

£ Take  Kaplan  Orl’ake  Your  Grances 

2875  South  King  Street  • Hon.  HI  96826 

946-5600 


UNTIL  THERE  IS 


NO  LONELINESS, 
NO  DESTITUTION, 
NO  SICKNESS, 

NO  WAR  . . . 


Photo  Credit:  Danna  Marte/zCamera  Hawaii 

Join  the  life  Team! 

Please  send  your  contributions  to... 

+ American 
Red  Cross 

Hawaii  State  Chapter 
4155  Diamond  Head  Rd.,  Hon.,  HI  96816 

s 734-2101 


Is  there  any  doubt  about  where  medi- 
cal big  bucks  go? 

Forbes  magazine  presented  its  annu- 
al list  of  the  400  richest  Americans. 
Included  were  the  Block  family  (phar- 
maceuticals) $700  million,  Roy  Soren- 
son (medical  devices)  $700  million, 
Alfred  Cook  (medical  devices)  $600 
million,  Stryker  family  (medical  sup- 
plies) $370  million,  Philip  Frost  (phar- 
maceuticals) $340  million,  and  also  one 
physician,  Lazio  Tauber  MD.  However, 
he  earned  $500  million  in  real  estate. 

Happiness  is  the  perpetual  possession 
of  being  well  deceived. 

Disneyland  courteously  dedicated 
one  evening  to  the  Academy  and 
friends.  Even  at  35  years  of  age,  the 
park  is  squeaky  clean,  neat,  and  contin- 
uously beautiful.  It  is  hosed  down  and 
steam-cleaned  every  night,  and  receives 
more  than  20,000  gallons  of  fresh  paint 
each  year.  During  the  peak  season  the 
park  employs  12,000  men  and  women 
for  maintenance  and  to  keep  the  attrac- 
tions running  smoothly. 

Time  is  the  great  innovator. 

Paul  Lichter  MD,  editor-in-chief  of 
Ophthalmology,  recently  composed  an 
editorial  entitled,  “Sutures,  Cylinders 
and  Straw  Men.”  His  remarks  centered 
around  the  present  push  for  small  inci- 
sion cataract  surgery  and  the  perceived 
necessity  to  alter  one’s  surgical  tech- 
nique for  perhaps  limited  or  transient 
benefit.  The  September  Ophthalmology 
presented  a plethora  of  letters  in 
response,  with  both  complimentary  sup- 
port for  Dr  Lichter,  and  also  consider- 
able criticism  of  his  position.  It  all 
makes  for  interesting  reading  regardless 
of  one’s  personal  bias. 

The  11th  Commandment  — Thou 
Shalt  Not  Committee! 

The  Academy  hierarchy  has  been 
under  attack  for  its  tendency  for  crony- 
ism, and  perpetuation  of  a limited  group 
to  serve  in  leadership  roles.  The  rank 
and  file  were  poised  to  rattle  the 
“chairs”  at  the  annual  business  meeting, 
with  some  heavy  proposed  by-laws 
changes.  As  a compromise,  a resolution 
was  passed  to  establish  an  ad  hoc  com- 
mittee representing  an  appropriate 
cross-section,  to  study  the  proposed 
changes  and  to  report  back  in  1992.  In  a 
spirit  of  cooperation,  the  parliamentary 
challenge  was  shelved  for  the  nonce.  At 


last  report,  the  ad  hoc  committee  had 
yet  to  be  named. 

When  you  do  not  know  what  you  are 
doing,  do  it  neatly. 

In  a blatantly  absurd  decision,  a jury 
in  Cook  County,  Illinois,  awarded  $3.1 
million  in  compensatory  damages  and 
$128  million  in  punitive  damages  to  a 
70-year-old  man  who  lost  the  sight  of 
his  eye  when  he  received  an  ocular 
injection  of  an  anti-inflammatory  drug 
made  by  Upjohn  Co.  The  plaintiff 
claimed  that  Upjohn  did  not  warn 
physicians  that  the  drug  could  cause 
blindness  when  injected  into  the  eye. 
Upjohn  will  appeal. 

“It’s  a man’s  world,  and  you  men  can 
have  it.”  — Katherine  A.  Porter 

The  physician  reimbursement  dollar 
is  being  ratcheted  down,  down  and 
down  for  the  next  5 years  with  Medi- 
care ophthalmic  surgery  decreasing 
somewhere  in  the  range  of  30+%  by 
1995.  However,  resident  physicians 
entering  the  world  of  private  practice, 
expect  to  receive  $100,000  or  more  dur- 
ing the  first  year  of  practice.  Most 
intend  to  join  an  HMO  or  group  prac- 
tice facility,  according  to  a Dallas-based 
recruiting  firm.  Compare  that  with  the 
average  income  of  all  women  physi- 
cians, which  in  1990  was  $93,340.  That 
figure  is  57%  less  than  male  doctors 
who  needed  an  average  of  $146,490.  It 
would  appear  that  an  economic  incen- 
tive for  those  hiring  young  physicians 
would  be  to  hire  women,  other  factors 
being  equal. 

No  real  problem  has  a solution. 

Signs  of  the  times  — in  New  Jersey 
the  Board  of  Medical  Examiners  has 
sent  out  a new  form  to  physicians 
requesting  information  on  past  mental 
illness,  substance  abuse,  malpractice, 
disciplinary  action  and  arrest  and  con- 
victions. The  NJ  Medical  Society  has 
entered  a legal  challenge.  Hey!  What 
about  sexual  harassment? 

Addenda  — 

— Men  who  napped  at  least  30  min- 
utes a day  were  30%  less  likely  to  have 
heart  problems. 

— There  is  a new  restaurant  on  the 
moon  — great  food,  but  no  atmosphere. 

Aloha,  and  keep  the  faith. 

rts 
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Book  Review 


J I Frederick  Reppun  MD 


The  New  Handbook  of 
Health  and  Preventive 
Medicine 

By  Kurt  Butler  and  Lynn  Rayner  MD 
Prometheus  Books;  Buffalo  NY;  1990 

The  450-page  paperback  with  curl- 
ing cover  flaps  and  orange  and  white 
lettering  on  an  attractive  cool  blue 
background  is  in  easily  readable  large 
print  inside  — good  for  cataractous 
elderly  retirees  to  mull  over  and  reflect 
on  past  opportunities  for  improved 
health. 

Seriously,  however,  it  will  be  more 
valuable  for  the  young  and  growing 
family.  Appropriately,  it  has  a small 
logo  peeping  out  of  the  lettering  on  the 
cover,  a logo  akin  to  that  of  the  AAFP, 
the  American  Academy  of  Family 
Physicians,  except  that  pater  familias  is 
in  the  middle,  the  tallest  and  the  most 
commanding  figure,  bracketed  by  a 
mother  and  one  small  child. 

The  book  is  simply  and  conveniently 
divided  into  4 sections  that  do  provide 
the  reader  with  an  overview  of  modem 
thinking  on  matters  that  are  now  of  con- 
cern to  everyone. 

We  disciples  of  Hippocrates  are  no 
longer  the  know-all,  be-all  to  our 
patients.  Most  of  the  latter  are  educated 
enough  in  matters  medical  through  the 
media,  via  advertising  as  well  as  by 
serious  instruction,  to  be  able  to  chal- 
lenge us  physicians  (eg  ask  for  second 
opinions)  on  whatever  diagnostic  or 
therapeutic  advice  we  give  our  patients. 

The  4 sections  cover;  (1)  Healthy 
Habits  (of  care  of  self  that  prevent  a lot 
of  illnesses,  injuries  and  degenerative 
diseases  as  well  as  saving  dollars);  (2) 
Common  Diseases  (the  usual  afflic- 
tions of  men,  women  and  children  who 
live  in  an  overcrowded,  polluted  and 
stressful  environment;  that  are  mostly 
minor  in  nature  and  “will  be  better  in 
the  morning”  without  the  need  to  rush 
to  a hospital  ER  for  expensive  medical 
technology);  (3)  Self-Care  and  Ratio- 

(Continued)  > 
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In  rehabilitation 
it's  the  only  thing 
that  counts. 


CHART  has  helped  thousands 
of  injured  workers  return  to 
their  jobs  and  normal  lifestyles. 

CHART’S  active  physical 
rehabilitation  of  total  body 
reconditioning  and  work  simulation 
1 2 years  of  proven  results. 


Comprehensive  out-patient 
rehabilitation  services 
available  by  prescription: 


• Full-Body  Reconditioning 

• Work  Simulation 

• Activities  of  Daily  Living 

• Body  Mechanics  Training 

• Work  Capacity  and  Disability 
Evaluation 

• Work  Endurance  Programs 

• Back  Injury  Prevention 

• Back  and  Neck  Schooi 

• Weight  Management 


/\ 


ChKRT 


Comprehensive  Health  and 
Active  Rehabilitation  Training 


1505  Dillingham  Blvd.  ti'IIO 
Honolulu,  HI  96817 
Phone:  841-6006 

94-810  Moloalo  Street 
Waipahu,  HI  96797 
Phone:  671-1711 


This  Number  Could  Save  Your  Life 

524-1234 

Neighbor  Island  Residents  Call  Collect 
Cancer  Information  Service 
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CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  call  Association  Office  at  536-7702.  NON-MEMBERS,  please 
call  Leilani  at  521-0021. 4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


EMPLOYMENT  OPPORTUNITY 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S.  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in 
a Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


STAFF  PHYSICIAN 

Raytheon  Services  Nevada  is  currently 
offering  a unique  opportunity  to  a qualified 
medical  professional.  It’s  the  chance  to  play 
a key  role  in  a large  primary  ambulatory 
care  clinic  located  at  Johnston  Atoll,  about 
800  miles  southwest  of  Honolulu. 

This  tropical  setting  offers  a comfortably 
warm  climate  year  round,  along  with  an 
extensive  range  of  recreational  activities 
including  excellent  dining  facilities.  The  pro- 
fessional environment  features  a full  range 
of  diagnostic,  laboratory  and  emergency 
equipment,  as  well  as  a highly  qualified 
support  staff. 

We're  currently  seeking  a Staff  Physician 
for  the  delivery  of  adult  and  occupational 
medicine  to  help  us  provide  Base  Operation 
Services  in  support  of  the  U S.  Department 
of  Energy  in  the  world's  only  operating 
chemical  demilitarization  facility.  This  is  an 
unaccompanied  position. 

In  return,  we’re  offering  a very  attractive 
compensation  and  benefit  package  includ- 
ing housing,  utilities  (except  telephone); 
generous  vacation;  medical,  dental,  life  and 
disability  insurance,  pension  and  savings 
plans. 

For  immediate  consideration,  please  for- 
ward your  Curriculum  Vitae  in  confidence  to 
Ken  Keeler,  Human  Resources,  Manager, 
Raytheon  Services  Nevada,  P.O.  Box 
29939,  Honolulu,  HI  96820-2339,  U.S.  citi- 
zenship required.  An  Equal  Opportunity 
Employer. 


MEDICAL  ARTS  CLINIC  — positions  avail- 
able for  BC/BE  Internal  Medicine  and  Fami- 
ly Practitioner  with  small  group  practice  in 
Central  Oahu.  Send  CV  to  Keith  Katano, 
Administrator,  302  California  Ave.,  #106, 
Wahiawa,  HI  96786  or  call  808-622-1618. 


Opening  for  Internal  Medicine/Family 
Medicine/Primary  Care  available.  Call  262- 
6403. 


FOR  SALE 


MIDMARK  404 

Doctor's  exam  table.  Like  new  condition. 
$ 1200/offer.  Phone  422-9999 


Established  general  practice  in  Waipahu  for 
sale.  Terms  negotiable.  Call  671-3931. 


OFFICES 


ST.  FRANCIS  MEDICAL  CTR. 

Fully  furnished  office  space  with  3 exam 
rooms  avail,  in  the  Medical  Office  Bldg.  1st 
floor  across  from  pharmacy.  Turnkey  opera- 
tion, ready  to  go.  Contact:  Office  Manager 
536-2261. 


MAUI  — Wanted:  Neurosurgeon,  psychia- 
trist or  other  compatible  specialist  to  share 
1,600  sq.  ft.  office  and  staff  with  an  estab- 
lished neurologist.  Call  877-5811. 


BUSINESS  OPPORTUNITIES 

JOINT  VENTURE  CLEARINGHOUSE 

"Safe  HartxDr"  restrictions  are  just  the  beginning. 
We  offer  a constructive  response.  Includes  but 
is  not  limited  to  cardiovascular  labs,  MRI,  CT, 
sonography,  mammography,  nuclear,  physical 
therapy,  & DME  entities.  For  more  info.,  we 
invite  managing  partners  to  call:  800-388- 59'77 


SAIL  BOAT  PARTNER  WANTED 

34'  Cutter.  Bristol,  quality  throughout.  Perfect 
Inter-island  yacht  Spacious,  teak  interior.  Curise 
equipped.  Nominal  dn.  1/3  exp.  Bob  247-0861 


REAL  ESTATE 


KAILUA  BEAUTY 

Inviting  contemporary  executive  style  2,286 
SF  home.  4 bdrm.,  2 ba.,  gourmet  kitchen. 
13,988  SF  tropical  grounds  on  lovely  beach- 
side  lane.  An  entertainers  dream.  ^50,000. 
FS.  Call  Richard  Boyd  (RA)  395-9395 

WORRALL-McCARTER  INC.  REALTORS 


MANOA 

Best  street.  4 bd  , 3 ba.  Divorce  forces  sale 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 


SERVICES 


ATTENTION  RADIOLOGISTS!!! 

How  do  you  spell  relief?!  Sheryl  North,  M.D.! 
Avail,  for  Locum  Tenens  Immedl!  Call  310- 
839-0733  or  write  5878  Bowcroft  St.,  Los 
Angeles,  CA  90016. 


LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice 
available.  Please  contact  Acute  Care  Medical 
Services.  262-4181. 


LOCUM  TENENS:  Coverage  for  family  prac- 
tice, pediatrics  and  internal  medicine.  I can 
cover  your  medical  office  practice  during  your 
vacation  and  CME  leave.  For  further  informa- 
tion contact:  Ruby  De  Alday,  M.D.,  Family 
Practice,  2452  Tusitala  St  PH  #3,  Honolulu, 
HI  96815,  Ph.  (808)  926-4078, 


BOOK  REVIEW 

(Continued  from  page  25) 

nal  Use  of  the  Health  Care  System 
(when  afflictions  are  of  a more  serious 
nature,  even  dangerous  when  misdiag- 
nosed and  wrongly  addressed  by  the 
nonprofessional  “self’,  the  patient,  a 
relative,  friend  or  the  familiar  TV  ad); 
and  (4)  Drugs  and  Health  (a  good 
review  with  caveats,  do’s  and  don’t’s  in 
the  fields  of  the  OTC  items,  of  pre- 
scribed medications,  all  taken  by  the 
palmful;  of  mind-boggling,  addictive 
and  lethal  drugs.  Such  fields  are  often 
minefields  through  which  our  young 
must  pass  like  Paul  Bunyan  in  Pilgrim’s 
Progress). 

Butler  and  Rayner  tread  carefully, 
logically  and  reasonably  accurately 
through  this  modern  maze  of  medical 
knowledge.  We  can  find  no  glaring 
inaccuracies,  no  out-in-left-field  ideas. 
The  presentations  are  sensible.  There  is 
no  dogma  expounded  as  oracular.  If  the 
book  were  available  and  in  full  view  of 
every  member  of  a lay  household,  it 
would  teach  a lot  of  good  stuff  to  set 
straight  what  comes  through  the  print 
media,  radio  and  TV,  stuff  that  is  con- 
fusing to  the  gullible  public. 

However,  there  is  one  fault,  perhaps. 
Despite  providing  useful  and  sensible 
comments  in  the  book;  despite  the  obvi- 
ous collaborative  research  that  the 
authors  have  put  into  the  preparation  of 
this  compendium  of  things  medical, 
they  have  failed  to  back  up  their  reason- 
able findings  and  advice  by  any  bibliog- 
raphy to  which  the  book’s  readers  could 
be  referred  if  they  doubted  or  chal- 
lenged its  credibility.  For  example,  on 
page  225  it  states: 

“If  in  fresh  water  you  float  easily, 
your  [body]  fat  content  is  25%;  if  you 
float  only  with  your  lungs  full,  you  are 
about  22%  fat;  if  you  sink  slowly  but 
definitely  even  with  your  lungs  full, 
you  are  less  than  20%  fat;  if  in  salt 
water  you  sink  even  with  your  lungs 
full,  you  are  13%  fat,  or  less.’’ 

Wherever  did  that  “fact”  or  “fancy” 
come  from  ? 

Kurt  Butler  MS  is  a science  teacher 
and  nutritionist  and  has  written  exten- 
sively on  health  subjects.  Lynn  Rayner 
MD  is  an  Internist  at  Straub  and  an 
assistant  professor  of  medicine  at  the 
UH  School  of  Medicine. 


J I Frederick  Reppun  MD 
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NUOEAR  MEDICINE  1EACHMG  RLE 

WHITE  CELL  SCANNING  IN  FEVER  OF 
UNDETERMINED  ORIGIN 

38  year  old  patient  with  a fever  of  undetermined  origin  postoperatively  but  no  localizing  sign. 


ANTERIOR  PELVIS:  Intense 
white  cell  accumulation  in  an 
abscess  overlying  the  right 
sacroiliac  joint. 


RIGHT  LATERAL:  The  right 
lateral  demonstrates  that  the 
abscess  is  anterior  to  the 
sacroiliac  joint. 


Radiolabeled  WBC  scans  should  be  used  for  FUO’s,  osteomyelitis 
and  other  inflammatory  conditions. 


Nuclear  Medicine  — Non-invasive,  physiologic  imaging 

PACIFIC  RADIOPHARMACY,  LTD. 


A JOINT  VENTURE  OF 

QUEEN’S  MEDICAL  CENTER,  KUAKINI,  SAINT  FRANCIS, 
STRAUB  AND  THE  HONOLULU  MEDICAL  GROUP. 


Bring  Our  Bank  Into  Your  Office  Wto 
Our  Online  Business  Banking  Service 


• Obtain  the  balances  of  your  accounts  at  other  financial 
institutions. 

• Find  out  current  foreign  exchange  rates. 

Let  your  computer  show  you  how  it  works. 

Easy  step-by-step  instructions  from  the  computer  make 
the  service  very  “user-friendly!’  The  strictest  security  is 
provided,  because  you  choose  your  own  security  code. 

And  you  decide  who  has  access,  who  can  make  transfers, 
and  who  can  authorize  them. 

For  more  information,  or 
to  arrange  a “hands-on” 
demonstration, 
contact  any  First 
Hawaiian  branch 
manager.  Or  call  the 
Business  Service 
Department  at 
525-6196  in 
Honolulu. 


First  Hawaiian  Bank 

The  Answer  is  Yes.  Member  fdic 


Now  you  can  do  your  banking  at  First  Hawaiian 
without  leaving  your  office. 

With  our  24-hour,  7-days-a-week  OnLine  Business 
Banking  Service,  all  you  need  is  a standard  terminal  or 
microcomputer  with  telecommunications  to: 

• Obtain  instant  access  to  information  about  your  business 
checking  or  MaxiMizer  Money  Market  accounts  at 
First  Hawaiian. 

• Find  out  current  balances  (both  ledger  and  collected),  and 
float  data. 

• Transfer  funds  between  any  combination  of  your  First 
Hawaiian  MaxiMizer  and  checking  accounts  anytime 
during  business  hours  (7  am  to  5 pm). 

• Get  a detailed  report  of  transactions  cleared  through 
your  account  any  day  within  the  last  45  calendar  days. 
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n 1992,  MIEC’s  $18-inillion  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-milIion  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s: 


■ Financial  strength,  which  adds  more 
than  $15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


■ Legislative  vigilance. 

■ Successful  application  of  MICRA’s  tort 
reforms. 

■ Good  luck. 


iSlur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  California’s  tort  reforms 
are  compromised  by  efforts  of  plaintiff 
attorneys,  our  claims  costs  will  rise  and 
premium  credits  will  drop. 

I^IEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411/Toll-free  (800)  227-4527/Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 
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Difference 

Behind 

the 

Scenes... 

■ 456-7077 

945  Kam  Hwy. 
Pearl  City,  Hawaii 


Xjooking  at  all  the 
issues  to  help  you 
fairly  and  effectively 
manage  your  patients. 


HAWAII  me  Neck  and  Back  Rehabilitation 


FMGEMS 

NMB 

FLEX 
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Highlights  of  the  HMA  Council  Meeting  of  January  10,  1992 


Members  present  at  the  meeting  were:  S Wallach,  J 
Chang,  A Don,  J Spangler,  J McDonnell,  C Kam,  R Stodd, 
L Howard,  M Joshi,  R Lee-Ching,  R Adaniya,  P 
Blanchette,  HH  Chun,  R Embry,  J Kim,  R Kimura,  S Brady, 
HKW  Chinn,  H Fong,  M Shirasu,  C Kadooka,  R Goodale,  J 
Betwee,  H Percy,  T Smith,  G Goto,  J Lumeng,  W Chang,  N 
Winn,  A Kunimoto,  M Bainum;  J Caspar  - Medical  Student 
Representative;  F Reppun  - HMJ  Editor;  J Armstrong  - 
Resident  Physician  Representative  - Tripler  AMC;  V Woo  - 
Legal  Counsel,  and  sj)ecial  guest  B Fong  - Medical  Direc- 
tor-AETNA.  Also  present  was  Rosie  Villagomez  - Presi- 
dent of  the  Medical  Student  Section.  HMA  staff  present:  J 
Won,  B Kendro,  N Jones,  P Kawamoto,  J Asato,  J Estioko, 
L Tong,  and  M Lindsey-  recording  secretary. 

The  Council  supported  the  Tobacco  Coalition  to  con- 
duct a public  opinion  poll  regarding  smoking  in  the  work- 
place and  approved  $500  as  requested. 

Access  to  medical  care  has  become  a major  issue.  The 
Council  approved  a pro  bono  form  and  authorized  a survey 
of  physicians  who  have  provided  continued  care  for  indi- 
gent patients  despite  personal  sacrifice. 

The  Council  adopted  the  report  of  the  AIDS  Subcom- 
mittee. Those  interested  in  reviewing  it  may  do  so  at  the 
HMA  office.  It  is  too  lengthy  and  too  specific  to  be  includ- 
ed here. 

The  Council  agreed  to  have  a monthly  insert:  “Health 
Update,”  in  Hawaii  Family;  it  will  be  overseen  by  the  PR 
Committee  and  at  no  cost  to  HMA. 


The  Council  supported  the  concept  of  creating  a chapter 
of  Doctors  Ought  to  Care  (DOC)  with  its  primary  goal 
being  the  education  of  the  community  regarding  the  haz- 
ards to  health  of  tobacco  smoking. 

The  Council  approved  the  llikai  Hotel  as  the  site  of  the 
1992  HMA  Annual  Meeting  in  Honolulu  on  October  9-11, 
and  for  the  1993  HMA  Annual  Meeting  to  be  held  at  the 
Intercontinental  Resort  at  Wailea,  Maui,  on  October  8-10, 
1993. 

The  Council  approved  the  Legislative  Committee  rec- 
ommendations: 

a)  to  support  the  proposed  bill  to  extend  the  needle/ 
syringe  exchange  program; 

b)  to  support  the  proposed  bill  to  create  a special  medi- 
cal license  for  educational  and  teaching  purposes; 

c)  not  to  support  the  bill  to  revise  Section  455,  HRS,  to 
allow  a naturopathic  physician  to  be  licensed  in  the  State 
of  Hawaii  without  examination  if  the  person  holds  a valid 
license  in  another  jurisdiction;  and 

d)  not  to  support  a revision  of  Section  455-1,  HRS,  that 
would  expand  the  scope  of  practice  by  naturopathic  physi- 
cians to  include  prescribing  or  dispensing  of  prescription 
drugs. 

Bernard  Fong,  Medical  Director  at  Aetna-Medicare  and 
HMA  President  Stephen  Wallach  presented  the  changes  in 
1992  in  the  Medicare  program. 

Andrew  Don  MD 
Secretary 


Prescriptive  privilege  by  permit 


It  was  somewhat  unfortunate  that  the  HMA  House  of  Del- 
egates, last  October  at  the  135th  Annual  Meeting  on  Kauai, 
turned  back  for  further  review  the  pressing  issue  of  Prescrip- 
tive Powers  for  Nurse  Practitioners.  We  call  the  action  unfor- 
tunate because  the  issue  is  likely  to  be  decided  in  the  1992 
session  of  the  Hawaii  State  Legislature.  The  makers  of  laws  in 
our  state  are  faced  with  the  difficulty  of  deciding,  as  lay  peo- 
ple, an  issue  that  has  the  health  care  profession  divided  and 
polarized. 

Ernest  Bade  and  Janice  Friend,  representing  the  HMA 
Nurses  Prescribing  Ad  Hoc  Committee,  presented  Resolution 
No  6 to  the  House. 


Knowing  that  this  resolution  would  generate  a lengthy  dis- 
cussion, particularly  since  it  had  been  recommended  a “no” 
vote  by  the  Reference  Committee  on  Finance  and  Miscella- 
neous Business,  the  Speakers  had  arranged  for  it  to  be  consid- 
ered by  the  House  toward  the  end  of  the  last  day’s  agenda. 
Their  intentions  were  honorable;  otherwise,  the  entire  agenda 
might  have  been  stalled. 

In  retrospect,  that  was  the  first  of  the  unfortunate  happen- 
ings. True,  the  sessions  ended  and  the  meeting  was  adjourned 
at  a reasonable  hour.  However,  as  has  happened  too  often  at 
these  HMA  annual  meetings,  particularly  when  held  on  an 
island  other  than  Oahu,  many  delegates  have  to  leave  prior  to 
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The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  Initial  starting  dosage  of  120  mg/dav  mav  be  warranted  In  some  patients 
(eg.  the  elderly,  patients  of  small  stature) 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY 

Contraindications:  Seyere  LV  dysfunction  (see  Warningsl,  hypotension  (systolic  pressure 
< 90  mm  Hgl  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present).  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitiyity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients,  AV  block  may  occur  (2nd-  and 
3rd-degree,  0,8%),  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion, Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil,  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  dIgoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailabillty,  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years,  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C,  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3,3%),  nausea  (2.7%),  hypotension  (2,5%), 
headache  (2,2%),  edema  (1. 9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1,4%), 
bradycardia:  HR  < 50/min  (1,4%),  AV  block;  total  r,2°,3°  (1.2%),  2°  anti  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1,0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence, 
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adjournment  — to  catch  a plane  and  return  home  at  a reason- 
able hour.  The  resultant  “thinned”  quorum  does  not  make  for 
good  participatory  democracy,  nor  a properly  reasoned  vote, 
especially  on  an  important  issue  that  is  to  determine  HMA 
policy  for  the  next  year. 

The  Bade/Friend  Resolution,  in  essence,  recommended  that 
"the  HMA  support  prescriptive  powers  for  nurse  practition- 
ers, only  under  the  following  conditions,"  and  there  were 
some  10  restrictive  conditions  spelled  out. 

(The  current  policy  of  the  HMA  is  a blanket  NO.) 

The  lengthy  discussion  was  fraught  with  attempts  to  pro- 
pose amendments.  Perhaps  the  most  cogent  ones  were  to 
change  the  word  “support”  to  “oppose”  and  to  change  the 
accompanying  modifiers  from  “under  ...”  to  “unless  the  fol- 
lowing conditions  are  met:”  and  the  other  was  that  both  the 
Medical  Practice  Act  and  the  Pharmacy  Act  would  have  to  be 
amended.  The  polarization  took  place  between  those  who 
favored  an  absolute  “no  prescriptive  privilege  to  be  given  to 
anyone  without  an  MD  degree”  to  one  that  “would  allow  it 
under  close  supervision  by  a licensed  MD.”  Spokespersons  for 
the  Hawaii  Federation  of  Physicians  and  Dentists  were  the 
most  adamant  in  favoring  the  former,  whereas  others  backed 
the  intent  of  the  ad  hoc  committee  as  described  below. 

The  unfortunate  thing  about  the  discussion  and  the  vote  to 
defeat  the  Resolution  was  that  the  HMA  was  labeled  as  being 
adamant  about  preserving  the  status  quo.  This  does  not  reflect 
the  fact  that  at  the  Reference  Committee  hearings,  speakers 
were  evenly  divided,  some  20  on  each  side,  pro  and  con. 

An  HMA  poll  of  its  members  taken  much  earlier  and  prior 
to  debate  had  indicated,  on  the  other  hand,  a 63%  opposition; 
37%  — a bit  more  than  a healthy  third  of  our  members  — 
favored  giving  prescriptive  rights  to  CNPs  and  to  Certified 
Nurse  Midwives,  but  with  restrictions. 

The  HMA  policy  has  been  criticized  for  being  “not  in  line 
with  national  policy,  wherein  38  states  do  allow  prescriptive 
privileges.”  However,  that  is  <10%  of  the  truth,  because  only 
3 of  the  states  allow  such  without  MD  supervision. 

Since  the  physician  is  the  one  responsible,  and  liable,  it 
should  be  up  to  him  or  her  as  to  the  limits  of  such  supervision 
for  the  following  reasons: 

(1  ) This  is  already  going  on  in  the  practice  of  medicine  in 
many  venues; 

(2)  the  capabilities  of  RNs  and  other  highly  trained 
paramedics  have  increased  tremendously  during  the  past  50 
years;  however,  they  are  still  short  of  the  qualifications  of  a 
physician; 

(3)  One  would  not  expect  such  a paramedic  to  want  to 
assume  the  awesome  responsibility  of  a modem  physician, 
who  faces  the  worrisome  prospect  of  doing  more  harm  than 
good  to  the  patient  with  powerful  drugs  and  invasive  tech- 
niques, and  who  has  been  saddled  with  a huge  burden  of  lia- 
bility under  the  law  by  our  society  in  the  case  of  even  a mal- 
happenstance  and  in  the  absence  of  mal-practice; 

(4)  therefore,  depending  on  each  physician’s  willingness  to 
assume  the  responsibility  for  an  extender,  depending  on  the 
competence  and  reliability  of  that  extender,  depending  on  the 
trust  between  physician  and  extender,  prescriptive  powers 
could  be  delegated  to  such  extenders,  be  they  registered  nurs- 
es, trained  assistants,  optometrists,  or  psychologists  (for 
starters),  who  are  willing  and  able  to  assume  responsibility 
and  liability,  in  close  conjunction  with  a physician  who  is 
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equally  willing  to  assume  the  burden  of  carrying  someone 
besides  himself; 

(5)  the  ultimate  consideration  should  be  whether  the  patient 
would  benefit  rather  than  be  harmed  by  such  a system  of  med- 
ical practice  and  not  whether  it  be  a matter  of  whose  ox  is 
gored.  We  prefer  the  term  collaboration  with,  instead  of 
suprvision  by,  a physician. 

J I Frederick  Reppun  MD 
Editor 


The  patient’s  right  to  die 

In  this  issue  of  the  Journal  we  have  an  article  emanating 
from  our  school  of  medicine.  McDermott  et  al  report  on  a sur- 
vey of  graduating  medical  students  that  assesses  what  the  lat- 
ter considered  to  be  the  most  important  ethical  dilemma  that 
these  students  faced  during  their  clinical  years  at  the  school.  It 
was,  indeed,  in  large  measure  the  doctor-patient-family  con- 
frontation with  the  patient’s  wish  to  be  allowed  to  die. 

It  is  interesting  to  note  that  the  issue  was  addressed  and  the 
survey  done  several  years  prior  to  the  Supreme  Court’s  ulti- 
mate decision  in  the  Cruzan  case  in  June  1990.  One  can  say 
that  the  current  rise  of  this  issue  to  the  forefront  of  attention 
on  the  part  of  the  lay  community  dates  from  not  long  before 
the  1990  Court  decision. 

However,  our  young  kahuna  haumana  lapa'au  had  already 
experienced  the  dilemma  which  physicians  down  through  the 
ages  have  had  to  face  at  the  bedside  of  the  dying  patient. 

The  national  debate  on  the  dilemma  has  evolved  to  a new 
level:  Rational  suicide.  Our  readers  might  like  to  be  referred 
to  the  October  10  issue  of  the  NEJM,  pp  1100-1102;  the 
Sounding  Board  has  a well  thought-out  treatise  on  the  subject 
with  a good  list  of  references  at  the  end. 

J 1 Frederick  Reppun  MD 
Editor 


Town  and  Gown:  A Report 


The  annual  Biomedical  Sciences  Symposium  at  the  John  A 
Burns  School  of  Medicine  took  place  at  the  University  of 
Hawaii  on  the  16th  of  November  1991.  It  consisted  of  day- 
long oral  and  px)Ster*  presentations  by  students  at  many  differ- 
ent levels  of  learning  at  the  University,  reporting  on  and  com- 
peting for  awards  for  doing  scientifiic  research.  As  Dean 
Christian  Gulbrandsen  puts  it: 

The  Biomedical  Sciences  Symposia  began  in  1972  as 
a student  Science  Symposium  to  provide  medical  stu- 
dents with  an  atmosphere  for  “creation  of  new  knowl- 
edge in  the  field  of  biomedical  sciences.”  Original 
papers  were  solicited  from  medical  students,  graduate 
students  in  the  field  of  biomedical  sciences,  house  staff 
in  University-affiliated  teaching  hospitals  and  under- 
graduate students  in  the  health  sciences. 

A committee  determines  the  scientific  program, 
including  the  selection  of  papers  for  presentation,  a poli- 
cy on  awards,  the  selection  of  judges,  invites  prestigious 
speakers  to  present  the  latest  in  biomedical  research,  and 
decides  other  matters. 

We  were  invited  to  join  the  Committee  a year  ago  by  Tom 
Kosasa  who,  with  Gwen  Naguwa,  were  2 of  the  3 physicians 
on  the  Committee  chaired  by  Richard  John  Guillory  PhD,  a 
professor  of  biochemistry  and  biophysics  at  the  UH.  Other 
members  of  the  Committee  are  John  Hunt  PhD  in  genetics. 


Causey  Whittow  PhD  in  physiology,  Dorsey  Stuart  PhD  in 
genetics,  Bert  Lum  PhD  in  pharmacology,  Bradley  Wong  MD 
in  surgery,  Edwardo  Porto  PhD  in  pathology,  Joel  Hanna  PhD 
in  physiology  and  others  who  come  and  go. 

It  was  a novel  experience  for  one  long  out  in  the  trenches 
practicing  medicine,  to  return  to  the  level  of  an  university 
devoted  not  only  to  teaching  but  also  deeply  involved  in  basic 
research.  To  be  a participant  as  one  of  the  judges  in  determin- 
ing which  researcher  out  of  45  who  submitted  papers  should 
receive  one  of  the  20  awards  was  a rather  severe  challenge. 

We  enclose  a listing  of  the  winners  as  submitted  by  Dr 
Guillory,  and  we  congratulate  them  for  their  efforts. 

The  Symposium  was  preceded  by  the  presentation  by  the 
1991  Kaiser  lecturer  Denham  Harman  MD  on  November  14 
on  “The  Biology  of  Aging”  that  was  reported  in  the  December 
issue  of  the  Journal.  Dr  Harman  is  the  Millard  Professor  of 
Medicine  and  Biochemistry  at  the  University  of  Nebraska 
Medical  Center.  He  spoke  again  in  the  afternoon  of  the  day  of 
the  Symposium  on  “The  Free  Radical  Hypothesis  of  Aging.” 

At  the  evening’s  banquet  that  concluded  this  annual  event 
at  our  medical  school,  we  were  honored  to  be  able  to  listen  to 
the  words  of  a man  who  was  in  the  forefront  of  a march  in 
South  Africa  against  apartheid,  featured  prominently  on  tele- 
vision worldwide,  a tall  White  man,  a reverend  and  a physi- 
cian: Ernie  Young,  the  bio-ethicist  who  is  the  author  of  the 
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when  you  invest  in  Hawaiian  Tax-Free  Trust ! 

► Experienced  locally-based  portfolio  management 
by  Hawaiian  Trust  Company,  Ltd. 

► High-grade  portfolio 

► Monthly  dividend*,  by  check  or  reinvested,  without  sales  charge 

► Ready  liquidity* 

► High  current  return 

► Broad  diversification  of  issues  and  maturities 

► Low  initial  investment  of  $1,000 


Municipal  bonds  provide  one  of  the  few  remaining  ways  to  earn  tax-free  income. 
Hawaiian  Tax-Free  Trust  is  an  open-end  municipal  bond  mutual  fund  offering  you  an 
easy  and  simple  way  to  enjoy  the  benefits  of  double  tax-free  investment  income  - 
free  of  both  Federal  and  State  of  Hawaii  income  taxes.** 
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820  Mililani  Street,  Suite  400 
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income  and  pay  no  Federal  and  State  Income  taxes  with 
the  Hawaiian  Tax-Free  Trust. 

Please  send  a free  prospectus  containing  more  complete 
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carefully  before  I invest  or  send  money. 
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ONLY  ONE  HrANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  OUOOENAL  ULCER  OOSAGE.  ONLY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage 
Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  weekJ 

ACID  TESTED.  PATIEIIT  PROlfEII. 


Axm 

nizatidine 

15Q  mg  b.i.d. 


1 . Data  on  file,  Lilly  Research  Laboratories.  See  accompanying  page  for  prescribing  information. 
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AXID 

nizatidine  capsules 

Brief  Summary  Consult  the  package  insert  for 
complete  prescribing  information. 

Indications  and  Usage:  ] . Active  duodenal  ulcer- 
for  up  to  0 weeks  of  treatment  at  a dosage  of  300  mg 
h.s.  Of  150  mg  b i d.  Most  pattents  heal  within  4 weeks 

2 Maintenance  therapy -lor  healed  duodenal  ulcer 
patients  at  a dosage  of  150  mg  h.s.  at  bedtime.  The 
consequences  of  therapy  with  Axid  tor  longer  than  1 
year  are  not  known 

3.  Gastroesophageal  reflux  disease  (GERDhtor  up 
to  12  weeks  of  treatment  of  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerative  esophagitis, 
and  associated  heartburn  at  a dosage  of  150  mg  b.i.d 
Contraindication;  Known  hypersensitivity  to  the  drug 
Because  cross  sensitivity  in  this  class  of  compounds  has 
been  observed,  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history 
of  hypersensitivity  to  other  H2-receptor  antagonists. 

Precautions;  General-)  Symptomatic  response  to  nizatidine  therapy  does  not  preclude  the  presence 
of  gastric  malignancy. 

2-  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of 
nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False- positive  tests  ior  urobilinogen  with  Multistix*  may  occur  during  therapy 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline,  chlordiazepoxide,  lorazepam, 
lidocaine,  phenytom.  and  warfarin.  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore, 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given 
very  high  doses  {3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nizatidine, 
150  mg  b.i.d.,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A 2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
of  a carcinogenic  effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male 
mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.The  rate  of  hepatic  carcinoma  in  the  high-dose 
animals  was  within  the  historical  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared 
with  concurrent  controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of  a marginal 
finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction  studies  in  rats  at  doses  up 
to  300  times  the  human  dose  and  In  Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement, 
coarctation  of  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are,  however, 
no  adequate  and  well-controlled  studies  In  pregnant  women.  It  is  also  not  known  whether  nizatidine  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral  dose  is  secreted 
in  human  milk  in  proportion  to  plasma  concentrations.  Because  of  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother 

Pediatric  t/se-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Paf/enfs-Healtng  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  Important 
factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions;  Worldwide,  controlled  clinical  trials  included  over  6,000  patients  given  nizatidine  in 
studies  of  varying  durations.  Placebo-controlled  trials  in  the  United  States  and  Canada  included  over  2,600  patients 
given  nizatidine  and  over  1,700  given  placebo,  Among  the  adverse  events  in  these  placebo-controlled  trials,  only 
anemia  (0.2%  vs  0%)  and  urticaria  (0.5%  vs  0.1%)  were  significantly  more  common  in  the  nizatidine  group.  Of 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  statistically  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  information). 

A variety  of  less  common  events  were  also  reported;  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizatidine. 

Wepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in 
SCOT  or  SGPT  and.  in  a single  instance,  SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes 
overall  and  elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid.  Since  market  introduction, 
hepatitis  and  jaundice  have  been  reported.  Rare  cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic 
injury  with  jaundice  have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular-\r\  clinical  pharmacology  studies,  short  episodes  of  asymptomatic  ventricular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-CWrwcal  pharmacology  studies  and  controlled  clinical  trials  showed  no  evidence  of  anti- 
androgenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been  reported  rarely 

Hematologic -Anemia  was  reported  significantly  more  frequently  in  nizatidine  than  in  placebo-treated 
patients.  Fatal  thrombocytopenia  was  reported  in  a patient  treated  with  nizatidine  and  another  H2-recep{or 
antagonist.  This  patient  had  previously  experienced  thrombocytopenia  white  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Urticaria  was  reported  significantly  more  frequently  in  nizatidine-  than  in  placebo-treated 
patients.  Rash  and  exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizatidine 
administration  have  been  reported.  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm,  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

Of/rer- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported  Eosinophilia,  fever,  and 
nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  activated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy  The  ability  of 
hemodialysis  to  remove  nizatidine  from  the  body  has  not  been  conclusively  demonstrated,  however,  due  to  its 
large  volume  of  distribution,  nizatidine  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method, 
PV  2093  AMP  (101591) 

Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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TOWN  AND  (;OWN  (Continued  from  page  35) 
book  “Alpha  and  Omega”. 

The  Reverend  Doctor  Young’s  topic  was  “Contemporary 
Issues  in  Biomedical  Ethics”.  One  had  to  listen  too  intently,  so 
as  not  to  miss  a pearl,  to  be  able  to  take  good  notes. 

In  essence,  Young’s  theme  was  the  dichotomy  between  the 
individual  and  his  society.  He  introduced  the  audience  to  the 
Human  Genome  Project  that  is  concerned  with  the  human 
conceptus  and  infant-in-utero  and  its  emergence  as  a human 
being.  It  is  not  only  the  woman  who  actively  abuses  the 
embryo  by  smoking  cigarettes,  drinking  alcohol  and  using 
cocaine,  but  also  the  woman  who  is  passively  abusing  it  by 
failing  to  have  her  diabetes  controlled.  The  same  can  be  said 
of  the  putative  father’s  role.  The  costs  of  this  individual’s 
“autonomy”  are  bom  by  society,  and  they  are  tremendous.  It  is 
a societal  concern  and  obligation,  to  prevent  this  abuse  and 
neglect  of  the  conceptus. 

Young  then  addressed  the  bioethics  of  gun-control. 
Obviously,  he  was  strongly  for  it,  citing  the  $40  million  cost 
to  society  the  result  of  the  use  of  handguns.  This  was  another 
example  of  the  individual’s  desire  for  autonomy  versus  the 
“common  good”.  He  was  somewhat  but  gently  critical  of  the 
judiciary  for  favoring,  in  general,  the  right  of  the  individual 
versus  that  of  society,  and,  surprisingly,  put  feminist  women 
writers  in  the  same  boat  with  the  courts! 

In  concluding,  Ernie  Young  emphasized  the  need  for  reme- 
dies as,  for  example,  persistent  education,  counseling  and 
rehabilitation  pre-conception,  throughout  gestation  and  after. 
When  asked  by  a member  of  the  audience  whether  he  had 
much  faith  in  this,  he  replied:  “I  am  an  optimist;  I know  it 
isn’t  one  hundred  percent  effective,  but  it  is  a better  way  to  go 
than  to  emphasize  punitive  measures.” 

It  was  an  impressive  symposium  that  warranted  a larger 
audience  from  both  “the  town”  and  “the  gown”  of  Honolulu’s 
medical  professionals. 

J I Frederick  Reppun  MD 
Editor 

* For  those  not  familiar  with  the  terminology  in  the  field  of 
biomedical  research,  a “poster”  is  not  a cartoon  or  a picture;  it 
is  a manuscript  in  brief,  sort  of  an  abstract,  except  that  it  uses 
graphs  and  tables.  At  symposia  and  scientific  conferences 
these  are  in  the  form  of  posters  displayed  on  panels  in  booths 
and  attended  by  the  autiior(s)  to  answer  the  questions  of  the 
viewers. 


JOHN  A BURNS  SCHOOL  OF  MEDICINE 
1991  BIOMEDICAL  SCIENCE  SYMPOSIUM 

SCHOOL  OF  MEDICINE  DEAN’S  AWARD 
Undergraduate  Student  Award 

Radji  O.  Tolentino  and  Patricia  A.  Couvillon,  Bekesy  Lab- 
oratory of  Neurobiology,  University  of  Hawaii,  “Choice 
Behavior  in  Pigeons” 

Medical  Student  Award 

Elmer  A.  Cheah,  Nathaniel  Ching  MD  and  Clara  Y Ching 
PhD,  Departments  of  Surgery  and  Medicine,  “Cytokines 
Tumor  Necrosis  Factor  Alpha  (TNFa)  and  Interleukin- 1- 
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Alpha  (IL-la)  Serum  Levels  in  Cancer  Patients  Receiving 
Recombinant  Interleukin-2  (rIL-2)  Immunotherapy” 

Graduate  Student  Award 

Li-Xin  Zhang,  Robert  V Cooney  and  John  S Bertram, 

Molecular  Oncology  Unit,  Cancer  Research  Center  of  Hawaii, 
“Carotenoids  Enhance  Cell-Cell  Communication  and  Connex- 
in43  Gene  Expression  Independent  of  Pro-Vitamin  A or 
Antioxidant  Properties” 

Postdoctorate  Award 

Mark  Estacion  and  Lawrence  Mordan,  Cancer  Research 
Center  of  Hawaii,  “Possible  Role  of  T-Type  Calcium  Channels 
in  PDGF-Stimulated  Mitogenesis  in  C3H  lOTl/2  Mouse 
Fibroblasts” 

Resident  Award 

Jeffrey  P Bourne,  Department  of  Medicine,  “Role  of  Postop- 
erative Residual  Contrast  Enhancement  on  CT  Scan  in  Pre- 
dicting Outcome  in  Pediatric  Medulloblastoma  Patients” 

SCHOOL  OF  MEDICINE  AWARDS 
Obstetrics  Award 

Raydeen  Busse,  Department  of  Obstetrics  and  Gynecology, 
“Treatment  of  Premature  Labor  with  Terbutaline  and  Magne- 
sium Sulfate  Compared  with  Terbutaline  Alone” 

Pediatrics  Award 

Benjamin  L Siu,  Institute  of  Molecular  Genetics,  Baylor  Col- 
lege of  Medicine  and  Department  of  Physiology,  University  of 
Hawaii-Manoa,  “Congenital  Long  QT  (Romano-Ward)  Syn- 
drome” 

PBRC  Undergraduate  Award 

James  S Hoban  and  ME  Bitterman,  Bekesy  Laboratory  of 
Neurobiology,  University  of  Hawaii,  “Simultaneous  Condi- 
tioning in  Honeybees” 

COMMUNITY  AWARDS 

Ann  M Budy  Award  (Women  in  Science) 

i.  Pre-Baccalaureate  Award 

Raquel  Wong  and  Edward  J Bylina,  Biotechnolo- 
gy Program,  University  of  Hawaii-Manoa,  “Analysis 
of  Spontaneous  Herbicide  Resistant  Revertants 
Derived  from  Photosynthetic  Bacteria  in  Which  Ser- 
ine L223  of  the  Reaction  Center  is  Replaced  with 
Alanine” 

ii.  Post-Baccalaureate  Award 

Lin-Xin  Zhang,  Robert  V Cooney  and  John  S 
Bertram,  Molecular  Oncology  Unit,  Cancer 
Research  Center  of  Hawaii,  “Carotenoids  Enhance 
Cell-Cell  Communication  and  Connexin43  Gene 
Expression  Independent  of  Pro- Vitamin  A or  Antiox- 
idant Properties” 

American  Heart  Association  Award  (Hawaii  Affiliate) 

MB  Eichinger  and  JR  Claybaugh,  Department  of  Physiolo- 
gy, “Hyposia  Enhances  the  Vasopressin  Response  to  Hemor- 
rhage” 
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Ciba-Geigy  Award  in  Community  Service 

Kevin  Mack  and  Darith  Seng,  Department  of  Anatomy  and 

Reproductive  Biology,  “The  State  of  Cambodian  Health  Care” 

Merck  Sharp  and  Dohme  Award 

Feng  Ge  and  Richard  J Guillory,  Department  of  Biochem- 
istry and  Biophysics,  “Characterization  of  the  NADPH  Bind- 
ing Protein  of  the  Leukocyte  Oxygen  Burst  System” 

Ortho  Pharmaceutical  Corporation  Award 
Quinggen  Zhang,  Department  of  Physiology,  “Effect  of  an 
Electromagnetic  Field  on  Avian  Embryonic  Growth  and  Func- 
tion” 

Pan  Pacific  Surgical  Association  Award 

Marc  Darrow,  Department  of  Surgery,  “Clinical  Study  on 

Low  Back  Pain  Before  and  After  Fusion  and  Wiltse  Internal 

Stabilization” 

Roche  Laboratories  Award 

Kathy  Tse,  Alton  L Boynton  and  Richard  E Honkanen, 

Cancer  Reseach  Center  of  Hawaii,  “Identification  and  Charac- 
terization of  Serine/Threonine  Protein  Phosphatase  Inhibitors” 

Sandoz  Award  in  Immunology  (Oncology 
James  Ireland,  Department  of  Genetics  and  Molecular  Biolo- 
gy, “A  Study  of  Alpha  Thalassemia” 

Smithkline  Beecham  Pharmaceutical  Award 
Raquel  Wong  and  Edward  J Bylina,  Biotechnology  Pro- 
gram, University  of  Hawaii,  “Analysis  of  Spontaneous  Herbi- 
cide Resistant  Revertants  Derived  from  Photosynthetic  Bacte- 
ria in  which  Serine  L223  of  the  Reaction  Center  is  Replaced 
with  Alanine” 

lAP  Pharmaceuticals  Award 

Deborah  J Merritt,  Department  of  Physiology,  “The  Effects 
of  Age  and  Sex  on  the  Peripheral  White  Blood  Cell  Response 
to  an  Immunomodulating  Dose  of  E coli  Lipopolysaccharide” 

The  Upjohn  Company  Award 

Bernadette  Batinga,  Robert  Kinzie  and  Christina  Haz- 
zard.  Zoology  Department,  “The  Effect  of  UV  Radiation  on 
Pigment  Composition,  Growth  Rate  and  Photosynthetic  Rate 
of  Dunanella  Salina” 

David-Geck  Award 

Becky  A Diebold,  Richard  J Guillory  and  NV  Bhagavan, 
Department  of  Biochemistry  and  Biophysics,  “Effects  of 
Lovastatin  on  Cardiac  Bioenergetics  and  on  the  Neutrophil 
Immune  Response  of  Guinea  Pigs” 

Wyeth-Ayerst  Laboratories  Award 

Michael  K Helms,  Department  of  Biochemistry  and  Bio- 
physics, “Polymerization  Phenomenon  of  Elongation  Factor- 
Tu” 
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. . . newer,  better,  cheaper? 


Radio-frequency  catheter  cure  of  re-entrant 
supraventricular  tachycardias: 

Report  of  the  first  experience  in  Hawaii 

Edward  N Shen  MD 


Other  than  atrial  fibrillation-flutter,  the  majority  of 
supraventricular  tachyarrhythmias  involve  either  a macro-re- 
entry  circuit  utilizing  an  atrioventricular  (AV)  accessory  path- 
way or  a micro-re -entry  circuit  inside  or  around  the  AV  node. 
The  traditional  form  of  therapy  has  been  medical,  with  sup- 
pression by  antiarrhythmic  agents,  most  of  which  carry  a 
heavy  side-effect  profile.  The  established  alternative  for  medi- 
cal therapy  has  been  surgery,  with  open-chest  excisional  abla- 
tion of  the  accessory  pathway  or  cryo-modification  of  the  AV 
node^.  Even  though,  as  opposed  to  medical  therapy,  surgery 
promises  cure,  it  requires  thoracotomy  and  cardiopulmonary 
bypass  with  significant  associated  morbidity  and  even  mortal- 
ity, as  well  as  high  cost.  Ten  years  ago,  the  technique  of  ‘Jul- 
guration"  was  first  introduced,  which  involved  the  delivery  of 
an  electrical  charge  through  specialized  catheters^.  Our  first 
experience  with  this  technique  was  reported  in  this  Joumal^ 
Unfortunately,  despite  being  a much  better  tolerated  curative 
procedure  involving  a very  brief  hospitalization,  the  use  of 
high-energy  direct  current  (DC)  shocks  is  associated  with  a 
low  but  significant  incidence  of  serious  complications  includ- 
ing cardiac  perforation,  hypotension,  coronary  artery  spasm, 
and  late  occurrence  of  ventricular  fibrillation’.  Concerns 
about  these  potential  complications  have  markedly  limited  the 
application  of  the  catheter  technique.  In  the  past  2 years, 
adoption  of  radio-frequency  (RF)  current  as  the  energy  source 
has  allowed  the  ablation  to  be  performed  in  a very  efficacious 
and  much  safer  fashion‘  \ W?  would  like  to  report  the  first 
experience  with  this  technique  in  Hawaii. 

Case  reports 

Case  1 — A 64-year-old  retired  man  with  paroxysmal 
rapid  palpitations  for  12  years  had  episodes  that  were  typically 
associated  with  severe  weakness,  lasting  up  to  16  hours.  He 
had  a baseline  right  bundle  branch  block  and  his  tachycardia 
was  documented  as  having  the  same  configuration,  with  a rate 
of  165  per  minute.  He  had  failed  to  respond  to  empiric  drug 
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therapy  with  digoxin  and  propranolol.  Electrophysiologic  (EP) 
study  demonstrated  classic  AV  nodal  re-entrant  tachycardia 
(down  slow,  up  fast).  In  the  study,  intravenous  procainamide 
resulted  in  suppression  of  the  induction  of  tachycardia.  He 
responded  to  the  agent  clinically  but  developed  lupus  syn- 
drome, requiring  drug  discontinuation. 

Therefore,  he  underwent  catheter  modification  of  the  AV 
node.  RF  current  was  delivered  through  an  enlarged-tip  elec- 
trode on  a quadripolar  electrode  catheter  at  40  volts  in  discrete 
applications  of  up  to  30  seconds.  The  “anterior”  approach  was 
used,  which  allowed  for  selective  ablation  of  the  fast  AV 
nodal  pathway  (Figure  lA).  Post  ablation,  the  patient  had  a 
prolongation  of  atrial-His  (AH)  interval  (from  90  to  140  mil- 
liseconds) and  PR  interval  (from  0.16  to  0.23  seconds)  with 
no  tachycardia  inducible.  There  was  no  evidence  of  myocar- 
dial damage  by  electrocardiogram  (EKG),  cardiac  enzymes 
and  echocardiogram.  The  patient  was  discharged  2 days  post- 
procedure and  had  no  tachycardia  recurrence  on  followup. 


Figure  1A.  Electrode  catheter  positions  during  electrophysio- 
logic (EP)  testing  and  radio-frequency  (RF)  catheter  modifica- 
tion in  Case  1.  HIS  = catheter  in  His  position.  RA  = catheter  in 
right  atrium.  RV  = catheter  in  right  ventricle.  Note  the  larger  tip 
of  the  catheter  in  the  His  position. 

(Continued)  >■ 
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Figure  1 B.  Electrode  catheter  positions  during  EP  testing  and 
RF  catheter  ablation  in  Case  2.  CS  = catheter  in  coronary 
sinus.  HIS  = catheter  in  His  position.  RA  = catheter  in  right 
atrium.  LV  = catheter  in  left  ventricle. 


Case  2 — A 30-year-old  housewife  had  had  rapid  palpita- 
tions since  age  22.  The  average  duration  of  her  palpitations 
was  30  minutes.  12-lead  EKG  demonstrated  Wolff-Parkinson- 
White  (WPW)  syndrome  with  suggestion  of  a posteroseptal 
AV  accessory  pathway  (negative  delta  waves  VI,  111,  aVF, 
positive  della  waves  V2-V6,  I and  aVL).  Baseline  EP  study 
localized  the  accessory  pathway  at  the  ostium  of  the  coronary 
sinus.  The  accessory  pathway  effective  refractory  period  was 
280  milliseconds  (shortening  to  240  milliseconds  post  isopro- 
terenol). Classic  AV  reciprocating  tachycardia  (down  AV 
node,  up  accessory  pathway)  was  inducible,  with  rate  of  200 
per  minute.  Repeat  testing  on  oral  moricizine  demonstrated 
complete  blockage  of  the  accessory  pathway  with  no  tachycar- 
dia inducible.  However,  the  patient  develo{^  mild  neurologi- 
cal side  effects  on  the  agent.  For  personal  reasons  she  wanted 
to  be  drug  free. 

She  underwent  ablation  of  the  accessory  pathway.  RF  ener- 
gy was  applied  at  60  volts  for  up  to  30  seconds  through  the 
same  catheter  as  described  in  the  previous  case.  Initial  appli- 
cation of  the  energy  in  the  right  atrium  above  the  ostium  of  the 
coronary  sinus  was  unsuccessful,  resulting  only  in  transient 
conduction  loss  through  the  accessory  pathway. 

Subsequently,  the  left  ventricular  approach  was  used.  The 
catheter  was  prolapsed  across  the  aortic  valve  and  the  tip  was 
placed  under  the  mitral  valve  leaflet  on  the  mitral  annulus, 
close  to  the  posterior  edge  of  the  septum  (Figure  IB).  Applica- 
tion of  RF  energy  here  readily  resulted  in  persistent  loss  of 
preexcitation.  Again,  post  procedure,  there  was  no  evidence  of 
myocardial  damage  by  EKG,  cardiac  enzymes  and  echocar- 
diogram. The  patient  was  discharged  2 days  post-procedure. 
There  was  no  tachycardia  recurrence  on  followup. 

Case  3 to  6 (See  Table  1)  — These  cases  involved  3 AV 
nodal  modifications  and  one  left  lateral  accessory  pathway 
ablation,  all  successful. 


Figure  2A.  Mechanism  of  atrioventricular  (AV)  nodal  reentrant 
tachycardia,  A = atrium,  V = ventricle,  FAVN  = fast  AV  nodal 
pathway,  SAVN  = slow  AV  nodal  pathway. 


Figure  2B.  Mechanism  of  orthodromic  AV  reciprocating  tachy- 
cardia. A = atrium,  AP  = accessory  pathway,  AVN  = AV  node, 
V = ventricle. 


Discussion 

Mechanism 

Cases  1 and  2 typify  the  majority  of  patients  with  problem- 
atic supraventricular  tachycardias.  In  both  patients,  the  tachy- 
cardia mechanism  is  re-entry  or  circus  movement.  During  AV 
nodal  re-entrant  tachycardia,  the  circuit  is  inside  or  around  the 
AV  node.  It  involves  antegrade  conduction  down  a slow  path- 
way and  retrograde  conduction  up  a fast  pathway,  both 
appearing  to  be  anatomically  distinct  entities,  with  the  fast 
pathway  having  a more  superior  (anterior)  location  around  the 
node  (Figure  2A).  In  orthodromic  AV  reciprocating  tachycar- 
dia with  WPW  syndrome,  the  circuit  entails  antegrade  con- 
duction down  the  normal  AV  conduction  system,  across  the 
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intervening  ventricular  myocardium,  retrograde  conduction  up 
the  accessory  pathway,  and  across  the  intervening  atrium  (Fig- 
ure 2B).  The  purpose  of  drugs  or  ablation  therapy  (surgical, 
DC  current,  RF  current)  is  to  interrupt  the  re-entrant  circuit 
pharmacologically  or  physically. 

Technique 

The  diagnostic  portion  of  the  procedure  first  requires 
intracardiac  placement  of  3 quadripolar  electrode  catheters, 
introduced  through  right  or  left  femoral  vein  under  local  anes- 
thesia and  positioned  in  the  right  ventricular  apex,  the  His 
position  (across  the  tricuspid  valve)  and  high  in  the  right  atri- 
um. Another  quadripolar  electrode  catheter  is  inserted  into  the 
coronary  sinus  (large  vein  running  in  the  AV  sulcus  posterior- 
ly on  the  left),  usually  introduced  via  the  right  internal  jugular 
vein.  With  these  catheter  positions  intracardiac  mapping  is 
possible,  from  the  right,  left  and  septal  atrium;  stimulation  is 
possible  from  both  atria  and  the  right  ventricle.  With  pro- 
grammed electrical  stimulation,  the  tachycardia  mechanism  is 
defined  and  the  location  of  any  accessory  pathway  is  precisely 
determined  if  present. 

Once  the  mechanism  has  been  defined,  RF  catheter  abla- 
tion or  modification  can  be  performed.  RF  current  is  a form  of 
electrical  energy  with  frequency  range  of  150  kHz  to  1.0  MHz 
(by  comparison,  audible  sound  is  20  to  20,000  Hz,  ultrasound 
1.0  MHz  to  lOMHz,  microwave  1,000  MHz  to  3,(X)0  MHz).  In 
a low-power,  bipolar  mode  with  a continuous  unmodulated 
sinusoid  waveform,  the  energy  can  be  harnassed  to  cause 
well -demarcated  coagulation  necrosis  of  myocardial  tissue 
without  sparking,  gas  bubble  formation  or  cellular  destruction 
of  blood  elements  (common  problems  with  the  fulguration 
form  of  catheter  ablation,  which  uses  a monophasic  damped 
sinusoid  “direct”  current  at  much  higher  voltage).  For  our  pur- 


poses, the  RF  current  is  generated  by  an  electfosurgical  unit 
(model  RFG-3C,  Radionics,  Burlington,  Mass.)  at  a frequency 
of  350  kHz  and  given  via  a 7 French  quadrifx)lar  catheter  with 
a movable  curve  (Mansfield- Webster,  Watertown,  Mass.)  The 
current  is  delivered  between  the  large  tip  electrode  on  the 
catheter  and  an  indifferent  patch  electrode  on  the  patient’s 
chest,  usually  at  40-60  volts.  Because  of  the  very  high  fre- 
quency, there  is  no  neuromuscular  stimulation  and  general 
anesthesia  is  not  required. 

For  AV  nodal  re-entrant  tachycardia,  the  key  to  success  is 
modification  or  elimination  of  the  fast  or  slow  AV  nodal  path- 
way with  preservation  of  overall  AV  conduction.  Develop- 
ment of  high  grade  or  complete  AV  block  is  considered  a 
complication. 

TTiere  are  2 variations  in  the  technique.  In  the  “anterior” 
approach,  the  fast  AV  nodal  pathway  is  ablated.  The  special- 
ized catheter  is  first  positioned  across  the  tricuspid  valve 
where  a good  His  potential  can  be  obtained.  The  catheter  is 
then  progressively  pulled  back  until  an  atrial  ventricular  elec- 
trogram ratio  of  more  than  1.0  is  reached,  and  the  His  poten- 
tial is  barely  recordable  (Figure  lA).  RF  energy  is  then 
applied. 

The  endpoint  of  success  is  an  increase  of  at  least  50%  in 
the  AH  interval,  elimination  or  marked  slowing  of  ventricu- 
loatrial conduction  and  inability  to  induce  tachycardia  after- 
wards. The  prolongation  of  AH  interval  (AV  nodal  conduction 
time)  occurs  because,  with  ablation  of  the  fast  AV  nodal  path- 
way, antegrade  conduction  through  the  node  occurrs  only 
through  the  slow  pathway.  This  was  the  protocol  used  in 
Cases  1,4  and  5. 

The  slow  AV  nodal  pathway,  which  has  a more  inferior 
(posterior)  orientation,  can  be  eliminated  by  using  the  “poste- 
rior” approach.  In  this  technique,  RF  energy  is  applied  to  the 


Table  1 — PATIENT  PROFILE 

Case 

Age 

Sex 

Tachycardia 

Mechanism 

Rate 

(beats/min) 

Symptoms 

Drugs 

Used 

Heart 

Disease 

RF 

Outcome 

Complications 

Recurrence 

1 

64 

M 

AVN 

170 

P.w 

D,P,Pn 

0 

+,F 

0 

0 

2 

30 

F 

WPW 

200 

P 

M’ 

0 

+ 

0 

0 

3 

58 

F 

AVN 

175 

c,P 

D,Pn,V 

0 

+.S 

DVT 

0 

4 

37 

F 

AVN 

250 

d,l,p 

D,P,V 

0 

+F 

0 

0 

5 

50 

F 

AVN 

230 

p,w 

V 

0 

+.F 

0 

0 

6 

24 

M 

WPW 

200 

l.p.s 

D,F,Pn 

Q.V 

CM,M” 

+ 

0 

0 

F = female  M = male 

AVN  = atrioventricular  (AV)  nodal  reentrant  tachycardia. 

WPW  = Wolff-Parkinson-White  syndrome  with  orthodromic  AV  reciprocating  tachycardia, 
c = chest  pain,  d = dyspnea,  1 = lightheadedness,  p = palpitations,  s = syncope,  w = weakness 
D = dispyramide,  M’  = moricizine,  P = propanolol,  Pn  = procainamide,  Q = quinidine,  V = verapamil 
+ = successful,  - = unsuccessful,  F = fast  AV  nodal  pathway  eliminated,  S = slow  AV  nodal  pathway  eliminated 
CM  = cardiomyopathy,  M”  = malposition,  DVT  = deep  vein  thrombophlebitis 
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right  atrium  between  the  His  bundle  location  and  the  ostium 
of  the  coronary  sinus.  Since  the  fast  pathway  is  not  affected, 
the  AH  and  PR  intervals  will  not  be  changed.  The  endpoint  of 
success  is  elimination  of  the  dual  AV  nodal  curves  during  pro- 
grammed extrastimulus  stimulation,  as  well  as  the  inability  to 
induce  tachycardia.  We  have  used  this  protocol  in  Case  3 and 
have  found  equal  success  with  it. 

For  ablation  of  AV  accessory  pathways  in  the  WPW  syn- 
drome, the  location  of  the  pathway  is  first  defined  by  mapping 
of  the  atrial  depolarization  sequence  during  ventricular  pacing 
and  orthodromic  tachycardia.  Measurement  of  accessory  path- 
way potential  as  a means  of  localiz^ation  is  helpful  but  too  time 
consuming.  We  have  found  instead  the  shortest  AV  interval 
highly  useful.  For  left  free-wall  pathways,  the  specialized 
catheter  is  first  introduced  through  the  femoral  artery  and 
advanced  retrogradely  through  the  aortic  valve  into  the  left 
ventricle.  The  large  tip  electrode  is  placed  beneath  the  mitral 
leaflet  and  against  the  mitral  annulus  (the  annulus  is  well  out- 
lined by  the  catheter  in  the  coronary  sinus).  RF  energy  is 
applied  at  the  location  previously  mapped,  where  a very  short 
AV  interval  can  be  measured. 

For  right  free  wall  and  anteroseptal  accessory  pathways, 
right  internal  jugular  venous  access  is  generally  used.  The 
sp)ecialized  catheter  is  advanced  through  the  right  atrium  into 
the  right  ventricle  and  then  curled  up  below  the  tricuspid 
valve  with  the  tip  electrode  aganist  the  tricuspid  annulus.  The 
tricuspid  annulus  can  be  outlined  by  a wire  placed  in  the  right 
coronary  artery. 

There  are  2 approaches  to  posteroseptal  pathways,  both 
described  previously  in  Case  2.  In  our  case,  the  left  ventricular 
approach  (Figure  IB)  was  successful,  probably  attesting  to  a 
very  oblique  orientation  of  the  accessory  pathway. 

The  endpoint  of  success  is  complete  elimination  of  both 
antegrade  and  retrograde  conduction  through  the  accessory 
pathway  with  no  tachycardia  inducible  afterwards.  In  our 
patients,  there  was  complete  loss  of  preexcitation  with  elimi- 
nation of  delta  waves  on  the  surface  EKG,  a change  in  the  ret- 
rograde AV  conduction  sequence  (with  the  earliest  site  of  ret- 
rograde depolarization  being  the  septal  atrium,  suggesting 
conduction  only  through  the  normal  AV  conduction  system 
and  not  eccentrically  through  the  accessory  pathway),  as  well 
as  non-inducibility  of  the  tachycardia. 

There  is  currently  almost  no  experience  with  atrial  flutter. 
However,  since  the  majority  of  flutters  involve  a macro-re- 
entry  circuit  in  the  right  atrium  with  a zone  of  slow  conduc- 
tion in  the  low  right  atrium,  this  arrhythmia  is  potentially  also 
amenable  to  RF  catheter  cure. 

Efficacy  and  Complications 

The  reported  success  rate  in  the  literature  has  been  92  to 
98%.  In  our  experience  with  6 patients  so  far,  the  technique 
has  been  uniformly  successful. 

For  AV  nodal  modification  and  for  ablation  of  posterosep- 
tal AV  accessory  pathways,  there  is  a reported  low  incidence 
of  high  grade  AV  block  (about  1%).  In  the  2 largest  series 
reported  so  far^  *,  there  have  been  less  than  1%  incidence  of 
pericarditis,  cardiac  tamponade  and  myocardial  infarction 
(one  case  each).  The  case  of  myocardial  infarction  reported 
occurred  by  inadvertent  introduction  of  the  catheter  into  the 
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circumflex  artery  rather  than  the  aortic  valve  (a  complication 
which  can  be  avoided  by  an  experienced  catheterizer).  In  the 
one  case  of  pericardial  tamponade  and  the  other  case  of  peri- 
carditis, the  RF  current  was  applied  in  a small  branch  of  the 
coronary  sinus.  It  appears  that  avoidance  of  delivery  of  RF 
energy  inside  the  coronary  sinus  or  its  branches  may  eliminate 
these  complications  altogether. 

In  our  experience,  deep  vein  thrombophlebitis  in  the  right 
leg  from  catheter  insertion  occurred  in  Case  3.  This  is  a com- 
plication which  may  be  seen  infrequently  during  routine  elec- 
trophysiologic  studies  (generally  related  to  multiple  catheter 
insertion  into  the  same  vein  and  prolonged  duration  of  the 
procedure)  and  is  not  unique  to  the  RF  technique.  It  has  now 
become  our  practice  to  give  patients  3(X)0  units  of  heparin 
intravenously  at  the  beginning  of  the  procedure  and  1000  units 
every  additional  hour. 

Theoretically,  clinically  significant  thromboembolic  events 
may  occur  whenever  a catheter  is  placed  in  the  arterial  circula- 
tion. With  accumulation  of  a larger  experience  worldwide,  a 
low  incidence  of  strokes  (so  far  unreported)  may  come  to  light 
as  a result  of  ablation  of  left-sided  accessory  pathways  which 
requires  arterial  catheterization.  This  incidence  may  be  mini- 
mized or  eliminated  by  heparinization  as  well  as  by  intermit- 
tent inspection  of  the  ablation  catheter  tip  for  coagulum 
(chared).  A coagulum  is  generally  suspected  when  there  is  a 
rapid  rise  in  measured  impedance  during  the  application  of  RF 
energy. 

A comparison 

Even  though  similar  efficacy  is  achievable  through  open- 
chest  surgical  procedures,  the  5 to  10%  incidence  of  morbidity 
(bleeding,  infection,  stroke,  atelectasis,  sternal  dehiscence, 
Dressler’s  syndrome,  etc,  not  considering  chest  pain  which 
occurs  in  all)  and  prolonged  recovery  time  will  make  surgery 
a much  less  attractive  option. 

Empiric  antiarrhythmic  therapy  (unguided  by  EP  testing) 
is,  of  course,  noninvasive.  However,  even  if  an  effective  agent 
could  be  found  by  trial-and-error,  the  high  frequency  of  side 
effects  (20  to  50)%  for  most  drugs)  as  well  as  the  specter  of 
life-threatening  proarrhythmia  would  make  this  alternative 
also  quite  undesirable.  Furthermore,  the  majority  of  the 
patients  with  supraventricular  tachycardias  tend  to  be  young 
(for  women,  in  the  reproductive  age).  The  prospect  of  facing 
40  or  50  years  of  taking  medications  (up  to  3 times  a day)  is 
unacceptable  to  many,  even  back  in  the  dark  ages  when  no 
other  treatment  was  available. 

Finally,  what  about  expenses?  The  total  charge  for  surgery 
is  about  $50,000,  for  RF  ablation  about  $7,500.  At  first 
glance,  the  cost  of  generic  verapamil  (80  mg  3 times  a day)  at 
$24.45  a month  appears  to  be  a real  bargain.  But  taking  it  over 
a period  of  40  years  will  need  $34,713  (assuming  5%  a year 
inflation).  Even  if  the  patient  has  the  foresight  to  stockpile  40 
years’  worth  with  one  visit,  it  will  still  require  $11,736  (and 
storage  space  for  43,810  pills).  Understandably,  this  does  not 
include  the  cost  of  the  occasional  emergency  room  visit  for 
breakthroughs  (from  noncompliance  or  otherwise).  Further- 
more, medical  therapy  is  probably  inappropriate  for  patients 
with  WPW  syndrome  and  “fast”  accessory  pathways,  who  are 
at  risk  for  sudden  death'®' ". 
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Conclusion 

Radio- frequency  catheter  ablation  is  a highly  successful, 
safe  and  relatively  inexpensive  technique  which  will  revolu- 
tionalize  the  treatment  of  re-entrant  supraventricular  tachy- 
arrhythmias. It  is  quite  probable  that  in  the  near  future  any 
patient  with  sustained  supraventricular  tachycardia  may  be 
admitted  to  hospital,  undergo  the  diagnostic  and  RF  catheter 
procedure  the  same  day,  and  be  discharged  within  1 to  2 days 
without  having  to  go  through  the  rather  unpleasant  experience 
of  diarrhea  (quinidine),  joint  pains  (procainamide),  dry  mouth 
(disopyramide),  constipation  (verapamil),  or  disturbing  phone 
calls  from  a relative  warning  about  sudden  death  (flecainide). 

1 can  recall  in  my  previous  article  on  fulguration  the  compar- 
ison of  the  relationship  between  catheter  ablation  and  surgery 
for  arrhythmia  (known  as  arrhythmia  surgery)  to  that  between 
percutaneous  transluminal  coronary  angioplasty  and  coronary 
artery  bypass  surgery.  This  is  actually  quite  invalid.  As  every- 
one knows,  there  is  no  cure  for  coronary  artery  disease. 
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In  the  Cruzan  case,  the  U.S.  Supreme  Court  acknowledged 
the  patient’s  right  to  refuse  treatment  but  limited  the  decision- 
making involvement  of  the  family  when  the  patient's  wishes 
are  unknown.  A study  of  118  graduating  physicians  at  the 
John  A.  Burns  School  of  Medicine  revealed  their  most  signifi- 
cant clinical  experience  involving  an  ethical  dilemma  during 
their  3rd  and  4th  years  waj  their  involvement  with  families  in 
the  decision  to  discontinue  treatment  for  terminal  patients. 
These  findings  underscore  the  need  for  a focus  on  this  issue  in 
the  curriculum. 

Introduction 

Advances  in  medicine  have  outdistanced  the  development 
of  guidelines  for  dealing  with  them  and  have  produced  a new 
set  of  ethical  dilemmas  for  physicians.  These  dilemmas  have 
been  discussed  in  journals  and  medical  school  curricula,  but 
empirical  data  about  them  is  just  beginning  to  be  found  in  the 
scientific  literature' 

On  June  15,  1990,  in  the  case  of  Nancy  Cruzan'*’,  the  U.S. 
Supreme  Court  ruled  on  the  first  right  to  die  case  to  come 
before  it.  In  its  ruling,  the  court  assigned  constitutional  status 
to  the  right  to  die,  ie  it  held  that  a competent  patient  has  a con- 
stitutional “liberty”  to  refuse  treatment,  including  tube-feed- 
ing. However,  in  the  case  of  an  incompetent  patient,  it 
required  “clear  and  convincing  evidence”  of  that  wish  to  dis- 
continue, limiting  family  involvement  to  cases  in  which  the 
patient  had  specifically  designated  family  members  as  surro- 
gates. In  the  Cruzan  case,  the  Court  affirmed  the  right  to  die  as 
a constitutional  right  and  the  role  of  the  family  as  an  extension 
of  the  patient’s  decision-making  process.  The  Cruzan  case, 
which  was  considered  during  the  1980s  and  was  decided  in 
1990,  confirmed  the  need  for  society  to  focus  on  the  right  to 
die  as  an  important  contemporary  issue  needing  explicit 
guidelines.  Our  study,  however,  considered  this  issue  prior  to 
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the  Supreme  Court’s  ultimate  decision.  The  issue  was  chosen 
by  our  survey  cohort  as  its  most  serious  ethical  dilemma  faced 
during  the  clinical  years  of  medical  school. 

Method 

As  part  of  a required  seminar  in  Medical  Ethics,  2 weeks 
prior  to  graduation  all  118  senior  students  in  the  classes  of 
1986  and  1987  anonymously  submitted  a description  of  the 
single  most  important  ethical  dilemma  with  which  they  had 
been  involved  during  their  medical  education.  The  survey 
instructions  read:  “All  people  who  think  and  feel  have  had 
experience  with  being  in  a situation  where  they  had  to  make  a 
decision,  but  weren’t  sure  what  was  the  right  thing  to  do. 
Think  of  a time  during  your  clinical  experience  when  you 
faced  an  ethical  dilemma,  ie  when  you  had  to  decide  between 
two  alternatives  both  of  which  were  important.  (A)  Describe 
such  a situation  and  clearly  articulate  the  conflict  for  you  in 
that  situation.  (B)  In  thinking  about  what  to  do,  what  did  you 
consider  and  why  did  you  consider  it?  (C)  What  did  you 
decide  to  do?  What  happened?  (D)  Do  you  think  it  was  the 
right  thing  to  do?  Why?  Why  not?  (E)  When  you  think  back 
over  the  conflict,  do  you  think  you  learned  anything  from  it?” 
The  responses  were  analyzed  and  grouped  by  major  dilemmas. 

Results 

Of  the  118  ethical  dilemmas  reported  (see  Table  1),  the 
largest  number  (43)  dealt  with  the  patient’s  right  to  die  when 
the  prognosis  was  hopeless.  In  7 of  these  cases,  the  decision  to 
discontinue  treatment  was  made  by  the  patient  and  the  attend- 
ing physician  alone.  In  the  majority  (36  cases),  however,  the 
families  were  involved  in  the  decisions.  In  view  of  the  Cruzan 
decision,  these  36  cases  will  be  considered  in  some  detail  (see 
Table  2). 

Discussion 

In  half  of  the  cases  in  which  the  patient  had  a Living  Will 
or  had  clearly  expressed  the  wish  to  be  allowed  to  die  and  to 
discontinue  further  treatment  and/or  life  support,  the  family 
supported  the  patient’s  wish,  while  in  the  other  half  they 
opposed  it  or  were  split.  In  these  instances,  the  physician, 
assisted  by  the  student,  mediated  in  order  to  reach  resolution 
in  favor  of  the  patient’s  own  wish  to  be  allowed  to  die. 

Example:  The  condition  of  a 54-year-old  man  with  a mas- 
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TABLE  1 

Medical  Student  Dilemmas  (N  = 118) 


Right  to  Die 

43 

Informed  Consent 

24 

Confidentiality 

18 

Dx  and  Rx  Decisions 

11 

Personal  Values 

11 

Laboratory  Tests 

7 

Other  (public  health  issues) 

5 

118 

sive  myocardial  infarction  was  deteriorating.  The  attending 
physician  wished  to  change  the  code  status  and  stop  heroic 
measures.  The  wife  and  son  were  in  agreement  with  the 
patient’s  expressed  wish  to  die  with  dignity.  However,  the 
patient’s  daughter  disagreed  and  wanted  treatment  continued. 
The  physician  worked  out  a compromise  in  which  heroic  mea- 
sures were  to  be  continued  for  24  hours  and  then  discontinued. 

In  the  majority  of  cases  the  comatose  patient  had  no  Living 
Will  and  his/her  wish  was  not  known.  In  most  of  these  cases, 
the  family’s  decision  was  to  allow  the  patient  to  die  peaceful- 
ly, in  several  instances  after  significant  physician  involvement 
in  educating  the  family  about  prognosis,  options  and  cost  were 
carried  out.  In  other  instances,  the  family  requested  that 
“everything  possible  be  done”  and  that  the  patient  be  kept 
alive,  even  though  terminal.  This  decision  was  respected.  In  a 
similar  number  of  cases,  however,  the  family  requested  that 
treatment  be  discontinued  against  the  attending  physician’s 
judgment. 

In  summary,  2 major  findings  stand  out.  First  of  all,  stu- 
dent physicians  are  frequently  involved  in  cases  of  terminally 
ill,  incompetent  patients  who  do  not  have  a Living  Will  and 
the  dilemma  of  how  far  to  go  in  sustaining  life  when  the  prog- 
nosis is  hopeless  has  to  be  addressed.  Second,  in  a significant 
number  of  cases,  the  family’s  wishes  present  the  student 
physician  with  an  ethical  conflict.  Indeed,  it  appears  that  the 
most  common  ethical  dilemma  for  student  physicians  in  the 
clinical  years  is  the  difference  between  the  wishes  of  the 
patient  and  his  or  her  family  whether  to  discontinue  treatment. 
Thus,  there  appears  to  be  a spectrum  of  decision  making  with 
varying  degrees  of  physician  involvement  along  the  line. 

Conclusion 

It  is  estimated  that  7 out  of  10  Americans  will  some  day 
directly  confront  questions  of  life-sustaining  medical  care  for 
themselves  or  for  relatives.  Society  supports  the  right  of  the 
individual  patient  to  discontinue  treatment.  However,  when 
that  wish  is  ambiguous,  family  involvement  complicates  the 
doctor-patient  relationship  and  requires  active  assessment  and 
compassionate  management  by  the  physician.  Most  often  a 
resolution  of  conflict  between  patient  and  family  occurs 
through  education  and  counseling  by  the  physician  regarding 
prognosis,  outcome,  pain  and  suffering.  Thus,  the  physician 
must  become  a diagnostician  of  the  family’s  own  needs  and 
interests  and  integrate  them  into  the  care  of  the  patient  The 


TABLE  2 

Right  to  Die  (N  = 43) 

Doctor-patient  decision 

7 

Doctor-patient-family  decision 

36 

Family  agrees  with  patient’s  wishes 

9 

Family  disagrees  with  patient’s  wishes 

10 

Patient’s  wish  unknown 

17 

new  Problem-Based  Curriculum  at  the  University  of  Hawaii’s 
John  A Bums  School  of  Medicine  emphasizes  a special  focus 
on  training  physicians  to  be  involved  with  patients  and  their 
families  when  it  comes  to  a question  of  dying. 
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It  is  much  easier  to  recognize  error 
than  to  find  truth. 

Here  and  now,  the  incidence  of 
infectious  endophthalmitis  in  sutureless 
surgery  versus  sutured  incisions  is 
unknown.  However,  a recent  Archives 
of  Ophthalmology  article  reports  3 
cases  of  post-op  infectious  endoph- 
thalmitis following  uncomplicated 
sutureless  surgery.  Previously,  data  on 
post-surgical  endophthalmitis  showed 
that  65%  were  associated  with  wound 
gape.  The  question  proposed  is  that 
sutureless  surgery  may  not  be  suffi- 
ciently “water-tight  ” to  avoid  increased 
risk  for  postoperative  infectious 
endophthalmitis.  Caution  would  seem 
to  dictate  that  until  definitive  data  to 
support  the  safety  of  sutureless  surgery 
can  be  obtained  and  analyzed,  mainte- 
nance of  wound  integrity  with  secure 
suture  closure  is  a prudent  step. 

If  the  world  were  a logical  place,  men 
would  ride  sidesaddle. 

A recent  Gallup  Poll  revealed  that 
almost  90%  of  Americans  favor  manda- 
tory HIV  testing  of  all  health-care  pro- 
fessionals. The  potential  cost  of  testing 
the  nation’s  7-million-pIus  health-care 
workers  on  a quarterly  basis  at  $35  a 
test  rings  up  to  an  estimated  $1  billion. 
Testing  the  same  group  on  an  annual 
basis  would  amount  to  a mere  $250 
million.  The  absurdity  of  this  discus- 
sion is  that  such  testing  would  do  noth- 
ing to  protect  the  public  from  a threat 
that  does  not  exist.  For  this  bit  of  gross 
misunderstanding  we  can  thank  the 
media.  The  overwhelming  desire,  espe- 
cially of  the  television  industry,  to  focus 
on  the  dramatic,  has  resulted  in  inter- 
minable attention  to  the  pathetic  Florida 
dentist  who  managed  to  infect  5 
patients  (in  a manner  never  determined) 
before  his  death.  Never  mind  that  no 
other  physician  or  dentist  has  ever 
transmitted  HIV  to  a patient. 
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Dr  Jack  Dodick,  President  of  Ameri- 
can Society  of  Cataract  and  Refractive 
Surgery  is  hard  at  work  trying  to  pro- 
mote advertising  techniques  that  do  not 
deceive,  delude  or  mislead.  Good  luck! 
As  has  been  said  in  a number  of  ways, 
all  advertising  is  intended  to  sway  the 
consumer.  The  Madison  Avenue 
devices  are  circumvention,  artifice, 
wile,  suggestion  and  illusion,  while 
avoiding  outright  fraud  and  chicanery. 
Dr  Dodick  would  have  claims  accompa- 
nied by  disclosures  of  potential  compli- 
cations and  adverse  reactions.  One  can 
almost  hear  the  hucksters,  “Oh  puh- 
lease.  Jack.” 

A little  inaccuracy  saves  a world  of 
explanation. 

Although  Medicare  payment  reduc- 
tions are  smaller  than  previously  esti- 
mated for  anesthesia  and  thoracic 
surgery,  they  still  remain  the  biggest 
losers,  in  the  same  stratum  with  oph- 
thalmic surgery.  These  groups  can 
expect  about  a 27%  reduction  in  pay- 
ments per  service  by  1996.  Previous 
estimates  in  the  proposal  placed  the 
reductions  at  35%  for  anesthesiologists 
and  31%  for  thoracic  surgeons.  Can 
ophthalmologists  be  far  behind? 
Revised  estimates  from  HCFA  indicate 
the  new  schedule  would  mean  a 27% 
cut  in  Medicare  spending  for  ophthal- 
mology, but  a 24%  increase  per  opto- 
metric  service  and  a 32%  increase  for 
podiatry! 

The  function  of  socialism  is  to  raise 
suffering  to  a higher  level. 

Some  of  the  smoke  is  clearing  away 
in  the  final  HCFA  rules  in  the  fee 
schedule  reforms  due  to  emerge  in 
1992.  Some  of  the  key  changes: 

• The  preoperative  period  included  in 
the  global  surgical  fee  for  major 
surgery  has  been  decreased  from  the 
proposed  30  days  to  one  day. 

• Some  1,000  of  the  4,500  relative 
values  developed  by  Harvard  Universi- 


ty were  revised,  but  RVUs  across  all 
services  increased  by  less  than  1%. 

• For  the  time  being,  HCFA  will 
maintain  the  current  method  of  basing 
anesthesia  payments  on  actual  time 
units  rather  than“average  time”  as 
HCFA  proposed.  However,  Dr  Wilen- 
sky  said  that  a final  decision  is  still 
pending. 

There  they  go!  I must  hasten  to  fol- 
low for  I am  their  leader. 

Fortunately,  we  have  the  guidance  of 
our  Legendary  Ophthalmic  Gurus  in 
Charge  (LOGIC)  to  assist  us  through 
these  difficult  times.  And,  what  do 
these  prescient  AAO  board  directors 
say? 

Manus  Kraff:  “Mentally  we’ve  all 
got  to  expect  reduced  income.” 

Allen  Jensen;  “We’re  going  to  have 
to  become  wiser  and  more  efficient  in 
how  we  practice.” 

B Thomas  Hutchinson:  “Inefficient 
practitioners  will  suffer.” 

William  Offutt  W;  “It’s  going  to 
become  increasingly  difficult  for  oph- 
thalmologists to  keep  their  offices 
open.” 

Edward  Isbey  Jr:  “Stay  up  to  date 
on  billing  costs  and  consider  joining 
other  physicians  to  control  costs.” 

David  Durfee:  “Shorten  surgery 
time  to  allow  more  office  work.  Reor- 
ganize ancillary  help  to  allow  physi- 
cians to  see  more  patients  [behavioral 
offset?/RTS].  Bolster  the  dispensing 
service.” 

H Dunbar  Hoskins:  “Start  planning 
now  for  the  fee  changes.” 

Addenda — 

— Tobacco  and  tobacco  products  are 
the  number  one  U.S.  agricultural 
export. 

— Cost  of  Operation  Desert  Storm: 
$1  billion  per  day. 

— How  many  teamsters  does  it  take 
to  change  a light  bulb?  10!  You  got  a 
problem  with  that? 

Aloha,  and  keep  the  faith. 

rts 
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Life  in  These  Parts 

Waianae  Diet 

Terry  Shintani,  director  of  preventable 
health  services,  Waianae  Coast  Comprehen- 
sive Health  Center,  has  pioneered  the 
Waianae  Diet  (with  Claire  Hughes,  acting 
chief  of  nutrition,  state  DoH).  According  to 
the  diet,  the  patient  eats  all  the  poi,  bread- 
fruit, sweet  potatoes  and  fruits  he  can  eat 
along  with  small  amounts  of  chicken  and 
fish.  Two  years  ago,  20  Hawaiians  weighing 
an  average  of  245  pounds  were  recruited 
from  the  Waianae  community  for  a 21 -day 
diet  program.  The  participants  lost  17 
pounds  each,  reduced  their  cholesterol  lev- 
els by  14%  and  diabetics  showed  marked 
improvement.  (One  diabetic  on  60  units  of 
insulin  no  longer  needed  insulin.)  Terry 
says,  “A  diet  that  includes  taro  will  tend  to 
reverse  high  cholesterol  levels  ...  Taro  was 
the  hub  of  ancient  Hawaiian  culture  and  is 
one  of  nature’s  perfect  foods.  Restoring  the 
culture  of  a community  restores  its  health.” 

Caught  Fish,  Lost  Boat 

Maui  physicians  Stephen  Dubin  and 
Patrick  Hamilton,  and  Brenda  Aulenback, 
went  fishing  on  a 21 -foot  fishing  boat  on  a 
November  Saturday  morning.  They  caught  2 
mahimahi  and  then  noticed  the  boat  was  fill- 
ing with  water.  They  were  then  swamped 
and  flipped  over  by  large  swells.  Patrick 
started  paddling  a leaking  inflatable  ski 
rocket  toward  Kahului  and  was  picked  up 
20  hours  later.  Stephen  and  Brenda  clung  to 
the  overturned  boat  for  33  hours  before 
being  rescued.  Stephen  plans  to  get  a bigger 
boat,  designed  for  Hawaiian  waters  with 
more  emergency  gear  and  a beeper  to  signal 
search  teams.  Patrick,  a urologist  with  the 
Maui  Medical  Group,  commented,  “Funny 
thing  is,  we  caught  the  fish,  but  the  boat  got 
away...” 

Obituaries  in  Brief 

Abraham  Ng  Kamsat,  86,  died  Novem- 
ber 20. 

Robert  Ballard,  70,  of  Honolulu  died 
November  25. 

Ira  Dwight  Hirschy,  86,  died  December  4. 

Raymond  Hiroshige,  73,  of  Honolulu, 
died  December  20. 


(Continued)  > 


WE  KNOW  THE  ISLANDS... 

AND  WE  KNOW  ISLANDERS... 

You've  come  to  expect  our  kid-glove  service— and  we're 
proud  of  servicing  Hawaii  for  over  twenty-two  years. 

• Professionally  Planned  Office  Moves 

• Inter-island  Household  Moves 

• Mainland  and  International 

• Storage— Personal  and  Business 

Large  or  small,  we're  your  best  friends  when  it  comes  to 
moving  and  storage. 


dyer&sonsMc. 

MOVING  m STORAGE  ^ 

We're  Right  Here.  Your  Kamaaina  Movers. 

456-4200 

For  moves  from  the  continental  U.S.  to  Hawaii 
call  Dyer  International,  Inc.  1 800  932-9955 


Medford  and 
Masu  Dyer 

PUC  137C  ICC  MCI  33909 


iViason  Evans 

* Trial  Lawyers  * 


■ Professional  Negligence  ■ 

■ Personal  Injury  ■ 

■ Divorce  ■ 

■ Criminal  Defense  ■ 

Appearances  in  all  State  and  Federal  Courts 

244-3923 

Edward  F.  Mason  • Eugene  S.  Evans,  |r. 

2041  Main  Street,  Wailuku,  Maui,  Hawaii 
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CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  call  Association  Office  at  536-7702.  NON-MEMBERS,  please 
call  Leilani  at  521-0021.  4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


EMPLOYMENT  OPPORTUNITY 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S.  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in 
a Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


Looking  for  confident  FP  or  GP  that  loves 
Kihei!  Present  physician  has  many  years  of 
experience  and  is  willing  to  share  them  with 
an  interested  candidate  willing  to  learn  with 
the  possibility  of  becoming  part  of  the  prac- 
tice. The  office  is  approximately  1,500  sq.  ft. 
and  has  newly  installed  computer  equipment 
with  a complete  clinic  that  includes  one  x-ray 
tech,  2 medical  assistants  and  a business 
manager.  Office  hours  are  8 a m.  to  6 p.m. 
Monday  through  Friday,  8 a m.  to  5 p.m. 
Saturday,  9 a m.  to  1 p.m.  Sunday  and  holi- 
days. Call  Susie  at  879-7447  or  879-1440. 


OB/GYN  needed  for  a multi-specialty  clinic. 
Contact:  Central  Medical  Clinic,  George 
Shojinaga,  321  N.  Kuakini  Street,  Suite  201, 
Honolulu,  HI  96817,  (808)  523-8611. 


MAUI  — Wanted:  Neurosurgeon,  psychia- 
trist or  other  compatible  specialist  to  share 
1 ,600  sq.  ft.  office  and  staff  with  an  estab- 
lished neurologist.  Call  877-5811. 


INTERNIST  AND  PEDIATRICIAN  needed 
for  large  multi-specialty  clinic  on  Waianae 
Coast.  Full/part  time  available  now.  Hours 
flexible.  Salary  plus  full  benefits.  Contact 
Pua  Kalawa,  Waianae  Coast  Comprehen- 
sive Health  Center,  86-260  Farrington  High- 
way, Waianae,  HI  96792,  (808)  696-7081. 


POSITION  YOURSELF  FOR  GROWTH 
If  you’re  interested  in  building  a healthy  prac- 
tice in  the  fastest  growing  area  of  Oahu,  Pali 
Momi  Medical  Center  has  practice  opportuni- 
ties for  Internal  Medicine  and  Family  Practice 
physicians.  Office  space  options,  incentive 
packages  and  practice  development  assis- 
tance are  available.  So,  before  you  make  a 
decision  about  your  practice,  consider  Pali 
Momi  Medical  Center.  Contact  the  Physician 
Services  Department  at  486-1122. 


OFFICES 


ST.  FRANCIS  MEDICAL  CTR. 

Fully  furnished  office  space  with  3 exam 
rooms  avail,  in  the  Medical  Office  Bldg.  1st 
floor  across  from  pharmacy.  Turnkey  opera- 
tion, ready  to  go.  Contact:  Office  Manager 
536-2261. 


AINA  HAINA  PROFESSIONAL  BUILDING 
1,064.5  sq.  ft.  office  with  spacious  waiting 
room,  central  reception  area  and  3 exam 
rooms.  Includes  2 parking  stalls  with  ample 
patient  parking  in  the  shopping  center  area. 
Call  Carolyn  Darrow,  373-9844. 


FOR  SALE 


Exam  table,  heavy  duty,  oak  finish  with  brown 
naugahyde  head  lifts  up,  stirrups  and  set-up 
tray.  Best  offer  — must  see.  Call  Lois  538- 
7044. 


Bennet  X-ray,  Konica  processor.  Six  years 
old.  Excellent  for  spine  and  extremity  work 
— table  does  not  tilt.  Overhead  mount. 
Offer.  942-3533. 


DOWNTOWN  BISHOP  STREET  — fully 
equipped  Dermatology  office  for  sale  by 
arrangement.  Call  528-1717. 


Burroughs  pegboard  with  half  box  of  journal 
sheets  (N233);  almost  new,  $25.  Burroughs 
posting  tray,  almost  new  $25.  Call  Cardiolo- 
gy Associates  Inc.,  521-8211. 


REAL  ESTATE 


A+  VIEW!  3079  PACIFIC  HTS.  RD. 

10148  sf  Fee  3/2  old  house  + plans  for  new. 
A/S  OK.  $795,000  as  appraised. 

R.  Smith  (R)  524-8208 


MANOA 

Best  street.  4 bd.,  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 


SERVICES 


ATTENTION  RADIOLOGISTS!!! 

How  do  you  spell  relief?!  Sheryl  North,  M.D.! 
Avail,  for  Locum  Tenens  Immedl!  Call  310- 
839-0733  or  write  5878  Bowcroft  St.,  Los 
Angeles,  CA  90016. 

MEDICAL  BILLING  SERVICE 

Incl.  Insurance  Claims  Filing  • Collections. 
Low  Rates.  Call  MEDCON  247-0591 


LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice  avail- 
able. Please  contact  Acute  Care  Medical  Ser- 
vices. 262-4181. 


Let  us  help  you  set  up  your  practice.  Call 
Vonlee  Cham  - 536-7881. 


This  number  could 
save  your  life 

call 

524-1234 

Neighbor  Islands 
Call  Collect 


NEWS  AND  NOTES 

( Continued  from  page  ? ) 

Bumper  Sticker 

A pale  yellow,  rusting  vintage  60s  Toy- 
ota sedan  with  a warning  bumper  sticker: 
“This  Car  Explodes  On  Impact.” 

Appointed,  Elected  and  Honored 

“Dr  Norm  Goldstein  is  the  winner  of  the 
Service  to  Hawaii’s  Youth  Award  presented 
by  the  Adult  Friends  for  Youth.  Goldstein,  a 
dermatologist,  was  honored  for  helping 
young  people  by  removing  tattoos  that  were 
limiting  their  social  and  employment  oppor- 
tunities.” 

(From  Wood  Craft  — By  Ben  Wood) 
♦ * * 

Honolulu  Marathon  founder  Jack  Scaff  is 
one  of  10  persons  who  have  completed  all 
18  marathons.  In  1973,  only  151  people 
completed  the  first  marathon  . . . 

* * * 

Wailuku  pediatrician  Marion  Hanlon  was 
awarded  the  Black  Bear  award  as  an  out- 
standing alumnus  of  Sterling  High  School  in 
Sterling  Kansas.  Marion  was  the  valedictori- 
an for  the  class  of  ‘39. 

Professional  Moves 

NOVEMBER:  Robert  Cary,  Lanai’s  only 
doctor,  left  to  join  a medical  group  in 
Longview,  Texas.  For  the  past  7 years, 
Robert  was  on  call  24  hours  a day,  but  was 
unable  to  get  a commitment  from  Lanai 
Company  about  purchasing  a house  for  his 
family  or  housing  for  another  physician. 

Hors  de  Combat 

Self  Referral:  In  December,  the  AMA 
took  a stand  against  physician  self  referral. 
Reports  indicate  that  10%  of  U.S.  physi- 
cians own  interests  in  health-care  facilities 
that  have  been  linked  to  potential  self-refer- 
ral  cases. 

To  Counsel  or  To  Dispense:  The  Legisla- 
ture had  provided  $170,000  to  the  school 
budget  for  a pilot  program  and  the  issue  was 
whether  campus  clinics  should  offer  birth 
control  counseling  or  simply  dispense  con- 
doms. The  Board  of  Education  task  force 
decided  in  November  that  each  school  com- 
munity should  decide  for  itself. 

Sportsmen 

The  results  of  the  HCMS  Annual  Golf 
Tournament  held  at  Kaneohe  Marine  Corps 
Air  Station  Klipper  Club  on  October  30 
were  as  follows: 

Tied  for  1st:  Neal  Shibuya  82-23=net  60; 
Danny  Nakayama  86-26=^net  60 

3rd  Place:  Maud  Chang  (Mrs  Clifford 
Chang) 83-18=net  65 

4th  Place:  Robb  Ohtani  89-24=net  65 
5th  Place:  Ed  Izawa  82-16=net  66 

(Reported  by  Bill  Dang) 
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“Ever  Look  At  ¥)ur 
Community  From 
My  Perspective?” 

— Jim  Brady 

It  shouldn't  be  hard  to  go  to  a restaurant,  a job  or  a theater.  But  for  me 
and  millions  of  other  people  with  disabilities,  these  simple  acts  present 
daily  obstacles.  Sometimes  we  encounter  so  many  barriers,  it’s  like  being 
exiled  in  our  own  communities. 


The  irony  is  that  43  million 
.Americans  w ith  disabilities  are 
eager  — and  able  — to 
contribute  to  community  life. 
.And  we  have  so  much  to  offer. 
We  ha\e  the  skills,  intelligence 
and  ereativirv'  that  most  people 
do;  we  just  happen  to  use  a 
wheelchair  or  a guide  dog  or  a 
hearing  aid. 

1 lelp  us  open  opportunities  in 
your  communiry.  (let  involved 
in  my  (falling  on  .America 
campaign.  It's  easy.  Anyone 
can  join  or  start  a local  campaign. 


I lere’s  just  a sample  of  some  of  the 

things  you  can  do  in  your  area: 

• .Make  sure  your  businesses, 
churches,  restaurants,  theaters 
and  motels  are  fully  accessible 

• Pro\  ide  disability  awareness 
training  for  local  employees  and 
SLipeixisors 

• Organize  a job  fair;  work  with 
employers  to  increase  job 
opportunities  for  people  with 
disabilities 

• Increase  enforcement  of 
handicapped  parking  ordinances 

• Work  with  elected  officials  to 
make  sure  polling  places  are 
fully  accessible 

• Work  to  ensure  public 
transportation  is  fully  accessible 


Make  your  town  an  equal  opportunity  community. 
Give  people  with  disabilities  a chance,  and  we’ll 
show  you  what  we  can  do. 


□ Yes,  Jim.  I support  your  Calling  on  America  campaign.  I am  willing  to 
get  involved  in  my  community.  Send  me  a free  campaign  guide. 


Name: 


.■\ddress: 


Cicy: 


State: 


Zip: 


T elephone: 

Mail  to:  Calling  on  America,  National  Organization  on  Disability 
910  16th  Street,  \W,  Washington,  DC  20006. 


•we  90’s 


SOT 


hic^.Yook^oW,  Swot'S^ 
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fMfY/2  YesExpress^YouWe 
Got  Dibs  On  A Commitment 
Letter,  In  20  Minutes. 

You  could  have  first  dibs  on  the  house  you’ve 
been  dreaming  of  Because  with  YesExpress, 
you  can  get  an  answer  or  a commitment  letter 
tom  us  on  your  choice  of  Erst  mortgage  loans 
fast,  fn  fact,  in  just  20  minutes!  (If it  takes 
longer,  we’ll  give  you  $10.  Guaranteed!) 

So  checkout  YesExpress.  And  get  ready 
^^^.to  check  into  your  new  house. 

MPm. 


First  Hawaiian  Bank 

The  Answer  is  Yes. 


THE  GUARANTEE  E it  takes  longer  than  20  minutes  to  give  you  a loan  decision  letter  (from  the  time  you  submit  an  application  and  your  purchase  agreement  (DROA)  and 
then  select  the  type  of  first  mortgage  you  want),  we  will  pay  you  $10  cash  on  the  spot.  If  our  decision  letter  gives  you  a “Yes”  commitment,  the  interest  rate  we  quote  will  be  good  for  30  days. 
Loan  commitment  is  subject  to  verification  of  your  credit,  available  income  and  value  of  property  to  be  mortgaged.  See  our  brochure  for  full  details  and  conditions. 

•t®'  YesExpress  is  available  at  these  First  Hawaiian  branches:  On  Oahu— Ewa  Beach,  Kahala,  Kailua,  Kapahulu,  Kapiolani,  Makiki,  Moanalua,  Pearl  City,  Pearlridge, 


Wahiawa,  Waipahu,  Main  Office  Residential  Real  Estate  Department  and  downtown  Consumer  Banking  Center. 
On  the  neighbor  islands— Hilo,  Kona,  Kamuela,  Lihue,  Kahului,  Kealakekua,  Kihei,  Lahaina,  Waikoloa,  Wailuku. 
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n 1992,  MIEC’s  $18-inillion  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  ,$62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


|he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 


■ Financial  strength,  which  adds  more 
than  $15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Coodluck. 


iSjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


1 1 EC  will  strive  to  hold  down  the  cost 

of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411/ Toll-free  (800)  227-4527 /Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 


□)D0^L 


(USPS  237-640) 


Published  Monthly  lor  the 
Hawaii  Mkdicai.  Assoc  iaiion 
(Incorporated  in  1856  under  the  Monarchy) 
1360  South  lU'retaniu,  Honolulu.  Hawaii  06814 
Ph.  (8081  536-7702;  FAX  (808)  528-2376 
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Neck  and  Back  Rehabilitation 
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DYNASTY  II 

Award  Winning  Chinese  Cuisine 


Featuring  Numerous  Delicacies  such  as  Peking  Duck, 
Imperial  Shark’s  Fin  & Live  Ocean  Seafood 


• Beautiful  Sunset 
View  Overlooking 
KewaloBasin, 
Fisherman's  Wharf 

• Ample  Parking 

• Luxurious  Chinese 

Antiques  Ambiance 


• Spacious,  Private 

Banquet  Facilities 

• Luncheon  Buffet 

• Orders  to  Go 

• Gift  Certificates 
Available 


Lunch:  11am  to  2 pm  •Dinner:  5:30  pm  to  10  pm 
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Lincoln  Copper  Penny, 
now  worth  over  $1,000  in 


uncirculated  condition. 


What  keeps  your  finances 

IN  MINT  CONDITION? 


Private  Financial  Services. 


You  always  seek  the  best.  When  it  comes  to  managing 
your  assets,  your  approach  is  no  different.  Consider  Private 
Financial  Services  from  Bank  of  Hawaii. 

This  highly  specialized  group  offers  the  ultimate  in 
private  banking.  An  officer  assigned  to  you  coordinates  all 
your  banking,  trust  and  investment  activities.  At  no  extra 
cost  to  you.  The  goal  always:  maximizing  your  assets,  while 
minimizing  your  risks. 

If  your  annual  income  has  reached  $100,000  and  your  net 
worth  is  $300,000  or  more,  excluding  your  primary  residence, 
you  require  banking  that  keeps  your  finances  in  mint 
condition,  so  they’ll  increase  in  value.  Call  537-8663. 


ih  Bank  of  Hawaii 


HAWAII'S  BANK 


MEMBER  FDIC 


'■■'STAJNEP  PtlEASeCAPlETS 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daiiy.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  Initial  starting  dosage  of  120  mg/day  may  be  warranted  In  some  patients 
(eg,  the  elderly,  patients  of  small  stature) 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients,  AV  block  may  occur  (2nd-  and 
3rd-degree,  0,8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion, Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolanzation.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2,7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1,4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 
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Address  medical  inquiries  to 
G D Searle  & Co 
Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 

O^yi Dt  C GO  Searle  & Co 

Box  5110.  Chicago.  IL  60680 
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Highlights  of  the  HMA  Council  Meeting  of  February  7,  1992 


The  meeting  was  called  to  order  by  President  Stephen 
Wallach  at  5:52  pm.  The  members  present  were:  J Chang, 
A Don,  J McDonnell,  J Spangler,  C Kam,  R Stodd,  F 
Holschuh,  L Howard,  L Magnussen,  M Cheng,  P DeMare, 
HH  Chun,  R Embry,  R Kimura,  HKW  Chinn,  M Shirasu,  C 
Kadooka,  R Goodale,  J Betwee,  H Percy,  T Smith,  G Goto, 
J Lumeng,  WWY  Chang,  A Kunimoto,  J Caspar  - medical 
student  rep;  F Reppun  - Editor  HMJ;  J Armstrong  TAMC 
Res  Phys  Rep;  V Woo  - Legal  Counsel;  S Eoo  - HMAA 
Treasurer;  guest  W Eoo,  and  N Kaneshiro  - med  student. 
HMA  staff  present  were:  J Won,  N Jones,  B Kendro,  J 
Asato,  L Tong,  P Kawamoto,  J Estioko,  K Rinehart,  and  M 
Lindsey  - recording  secretary. 

It  was  agreed  to  support  “HOPE  for  Battered  Women” 
and  for  the  listing  of  HMA  on  the  masthead  of  Domestic 
Violence  Task  Force  stationery. 

A letter  supporting  HINO  and  the  Graduate  Student 
Organization  requesting  the  UH  Board  of  Regents  divest 
itself  of  all  stock  and  other  financial  interests  in  companies 
that  trade  or  manufacture  tobacco  products  was  approved. 

The  Council  approved  sponsorship  of  a breakfast  meet- 
ing for  the  Interagency  School  Planning  Group,  a grass- 
roots committee  of  the  Department  of  Health  and  Depart- 
ment of  Education  in  which  HMA  participates  through  the 
HMA  Children  and  Youth  Committee. 


It  was  agreed  that  the  completion  of  the  second  phase 
renovation  of  Kona  Hospital,  which  has  been  delayed  by 
the  State,  was  an  urgent  priorty. 

Numerous  legislative  issues  were  discussed  and  recom- 
mendations made  by  the  Council.  Inquiries  should  be 
referred  to  the  HMA  office.  Specifically,  the  Council  was 
opposed  to  HB  2405  as  well  as  to  another  legislative  bill 
that  recommended  that  14  to  18  year  olds  be  granted  rights 
similar  to  those  of  adults  seeking  medical  care. 

The  Council  supported  the  concern  of  resident  phyicians 
and  medical  students  regarding  student  loans  which  require 
immediate  payback  after  graduation  without  regard  to  the 
length  of  additional  training  periods  and  the  interest  bur- 
den. 

Congratulations  were  extended  by  the  Council  to 
Richard  Lee-Ching,  Kevin  Kurohara,  Katherine  Palmeroy, 
WA  Shrader,  and  Scott  Miles  for  their  volunteer  services 
during  the  health  crisis  on  the  Big  Island  following  the 
accidental  geothermal  explosion  and  toxic  gas  emission  a 
while  back.  The  State  DOH  had  offered  to  pay  them  but 
these  humane  doctors  decided  to  donate  their  services. 
Let's  have  more  of  this! 

John  McDonnell’s  recruiting  drive  is  gearing  up;  he’s 
urging  each  of  us  to  bring  in  a new  HMA  member  this  year. 

Andrew  Don,  Secretary 


Book  Review 


Beyond  the  Dream: 

A Search  for  Meaning 

THOMPSON,  LAURA,  Beyond  the  Dream:  A Search  for 
Meaning,  MARC  Monograph  Series,  No.  2,  Micronesian  Area 
Research  Center,  University  of  Guam,  1991. 

Anthropology  and  medicine  share  mutual  concerns.  Island 
physicians  will  find  much  of  interest  in  the  informative  auto- 
biography of  an  Island  child,  a Honolulu  haole,  Laura  Thomp- 
son, who  grew  up  to  be  an  anthropologist  of  world  renown. 
The  cultural  richness  of  Hawaii  got  her  off  to  a good  start  and 
her  life  brought  firsthand  experience  in  Fiji,  Guam,  Hawaii, 
Iceland,  and  among  the  Hopi  and  other  Native  American  Indi- 
an groups. 

Dr  Thompson  worked  with  the  Chamorros,  the  indigenous 
people  of  Guam.  Those  experiences  led  to  her  book  Guam 
and  Its  People,  a work  of  special  interest  to  many  physicians 


in  Hawaii. 

Child  psychiatrists  and  pediatricians  will  be  particularly 
interested  in  reading  of  the  emergence  of  growth  and  develop- 
ment concepts  and  the  use  of  multidisciplinary  approaches  in 
field  work.  As  coodinator  for  the  Indian  Personality  and  Gov- 
ernment Project,  she  worked  with  those  she  describes  as  “out- 
standing explorers  of  the  psyche,”  among  them  Drs  Margaret 
Mead,  Ruth  Benedict,  Erik  Erikson,  Bruno  Klopfer,  and  Clyde 
Kluckhohn. 

Dr  Thompson’s  memoirs  and  other  writings  are  relevant  to 
today’s  concerns  in  working  with  individuals  and  communi- 
ties of  diverse  cultures.  We  are  privileged  to  have  these  distil- 
lations of  this  distinguished  anthropologist’s  personal  and  pro- 
fessional perspectives. 

— Pauline  G Stitt  MD 


58 


Hawaii  Medical  Journal-Vol.  51,  No.  3-March  1992 


The  threat  of  a penalty 

John  H Houk  MD,  Immediate  Past  President  of  the  Hawaii 
Society  of  Internal  Medicine,  has  a legitimate  brief  and  com- 
plaint against  HMSA  as  regards  its  threat  to  impose  a penalty 
on  any  physician  who  fails  to  obtain  preauthorization  for  an 
action  in  certain  circumstances  of  practice  on  a patient.  He 
provided  us  with  a copy  of  his  complaint. 

HMSA’s  Manager  of  its  Professional  Relations  Department 
has  responded,  and  we  have  obtained  written  consent  by  Senior 
Vice  President  Bernard  AKS  Ho  for  the  correspondence 


between  Houk  and  HMSA  to  be  published  in  the  Journal. 

As  is  our  policy,  we  try  to  publish  both  sides  of  a contro- 
versy in  the  same  issue,  rather  than  wait  for  the  response  to  a 
problem  and  publish  it  in  a subsequent  issue.  The  readers  can 
then  make  an  immediate  judgment  on  their  own;  we  welcome 
comments  from  them. 

J 1 Frederick  Reppun  MD 
Editor 


Letter  to  HMSA  from  John  H Houk  MD 


November  20,  1991 
Mr  Steven  AJ  Lung 

Manager  Professional  Relations  Department 
Hawaii  Medical  Service  Association 
PO  Box  860 

Honolulu,  HI  96808-0860 
Dear  Mr.  Lung: 

Medical  Care  in  Hawaii  is  in  the  headlines  across  the 
nation.  We  are  a model  in  providing  access  to  care  for  the 
citizens  of  Hawaii.  Today,  on  the  news,  I heard  that  small 
businesses  in  Hawaii  have  one  of  the  lowest  costs  in  the 
nation  of  providing  medical  care  to  their  employees.  In 
Hawaii  we  have  one  of  the  shortest  hospital  stay  rates  in  the 
nation.  We  have  a Medicaid  program  and  a SHIP  program 
that  function  reasonably  well.  Part  of  the  reason  for  this  suc- 
cess story  is  because  of  the  willingness  of  Hawaii  physicians 
to  treat  patients  in  a professional  manner  and  to  work  closely 
with  the  third  party  carriers  to  control  costs. 

Hawaii  has  one  of  the  highest  participation  rates  with 
Blue  Cros.s/Blue  Shield  in  the  nation.  We  also  have  one  of 
the  highest  Medicare  participation  rates.  This  to  me  indicates 
that  physicians  have  both  a need,  as  well  as  a desire  to  work 
with  third  party  carriers.  There  is  a relationship  of  mutual 
trust  implicit  in  any  participation  agreement. 

It  was  therefore  with  great  dismay  that  I was  first  notified 
of  your  plan  for  a $300  benefit  reduction  applied  to  the  par- 
ticipating provider  for  services  rendered  without  required 
preauthorization.  Such  extreme  punitive  damages  against 
physicians  Jeopardizes  that  trusting  relationship  that  is  so 
critical  to  the  success  of  our  controlling  health  care  costs  in 
the  future.  Why  does  HMSA  in  its  wisdom  want  to  apply 
such  a penalty  to  the  physician  community  when  we  are 
already  performing  near  the  top  of  the  nation  in  regards  to 
our  hospital  rate  and  our  length  of  stay?  Such  policies  by 
HMSA  seem  very  shortsighted  and  add  a significant  “hassle- 
factor”  to  an  already  burdened  physicians’  medical  practice. 
It  further  erodes  the  relationship  of  trust  between  the  physi- 


cian and  the  third  party  carrier.  In  your  letter  you  imply  that 
it  is  the  employer  who  is  requesting  this  preauthorization 
“benefit”.  It  is  however  clear  to  me,  as  well  as  other  physi- 
cians, that  it  is  not  the  employers  who  are  the  driving  force 
behind  this  movement.  It  is  in  fact  those  at  HMSA  who  feel 
that  such  a policy  will  in  fact  reduce  the  cost  of  care. 

You  are  well  aware  that  there  is  no  good  scientific  data 
that  such  a managed  care  program  will  in  fact  save  money  or 
reduce  health  care  costs.  What  it  does  accomplish  quite 
effectively  is  introduce  one  more  “hassle-factor”  into  a 
physician’s  life  and  impedes  access  to  medical  care  for  the 
patients  who  have  such  a “benefit”.  Nothing  in  my  1 1 years 
of  practice  has  dismayed  me  more  than  this  decision.  I 
would  be  interested  in  knowing  who  at  HMSA  was  responsi- 
ble for  making  this  final  decision.  What  was  the  justification 
for  it  and  what  did  they  hope  to  accomplish? 

I am  a participating  physician  with  HMSA.  Is  this  new 
“benefit”  a reward  for  my  decision  to  participate?  Is  this  to 
make  me  feel  better  about  continuing  my  participation?  I 
would  add  that  nothing  in  my  1 1 years  of  practice  has  made 
me  closer  to  ending  my  participation  agreement  than  this 
new  policy  by  HMSA. 

Mr  Lung,  1 respect  your  opinion  and  I have  been  led  to 
believe  that  you  sincerely  want  to  improve  the  relationship  of 
trust  between  the  physician  and  HMSA.  This  new  “benefit” 
does  not  help  this  relationship.  I would  ask  you  to  answer  the 
above  questions  and  to  do  everything  in  your  power  to 
reverse  this  decision.  As  you  well  know,  I strongly  opposed 
this  policy  before  you  made  a public  announcement  of  it.  1 
hope  it  is  not  too  late  to  put  a halt  to  this  new  “hassle-factor”. 

Yours  truly, 
John  H Houk  MD 
Immediate  Past  President 
Hawaii  Society  of  Internal  Medicine 

JH/ar 

cc;  Marvin  Hall,  HMSA 
Bernard  Fong,  HMSA 
Fred  Reppun,  HMA  Journal 
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OK,  Let^S  get  down  to  business™  Funny  how  the  two  objects  below  resemble  one  another.  But  if  you  had  to  invest  a sizeable 
chunk  of  your  cash  flow  in  a new  phone  system,  you  might  fail  to  see  the  humor.  Which  is  why  you  should  know  about  CentraNet®  service 
from  GTE  Hawaiian  Tel.  With  CentraNet?  you  get  all  the  features  and  flexibility  of  the  most  sophisticated  business  telephone  system, 
without  a large  capital  outlay.  So  there’s  no  risk  of  buying  too  much  system,  or  too  little.  In  fact,  there’s  hardly  a risk  at  all.  Because 
everything  you  need  for  CentraNet®  to  work  on  your  phones  is  located  at  our  office,  not  yours.  And,  you  can  add  lines  or  change  features 
anytime.  For  example,  if  you  have  an  office  in  one  location  and  expand  to  another,  you  can  cormect  the  two  without  incurring  any 


additional  expenses.  Call  us  at  1-800-462-6000.  Because  you  do  have  a choice.  Go  with! 


CentraNet  service. 


Or  go  with  the  flow. 


fnT^  Hawaiian  Tel 

Beyond  the  call 
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Letter  to  John  H Houk  MD  from  HMSA 


December  19,  1991 


.lohn  H Houk,  MD 
Hawaii  Society  ot  Internal  Medicine 
1360  South  Beretania  Street,  2tKl  lloor 
Honolulu,  Hawaii  96KI4 

Dear  Dr.  Houk; 

Thank  you  for  your  November  20,  1991  letter  regarding 
managed  care  pre-authorization  requirements. 

I'm  sure  you  would  agree  that  all  parties  who  pay  for 
health  care  — employers,  government,  consumers  — are 
greatly  concerned  about  its  cost.  Among  many  activities,  the 
establishment  of  the  Governor's  Blue  Ribbon  Panel  on 
Health  Care  demonstrates  the  level  of  public  interest  in 
addressing  health  care  costs  in  addition  to  other  issues  of 
access  and  quality. 

The  changes  recently  made  by  HMSA  in  our  managed 
care  plans  were  intended  to  both  anticipate  and  respond  to 
the  demands  of  both  employer  groups  and  members  pur- 
chasing our  fee-for-service  plans.  For  example,  the  F^'ederal 
government  has  insisted  that  HMSA  incorporate  managed 
care  in  its  medical  coverage  for  Federal  employees,  making 
providers  responsible  for  its  implementation.  We  want 
employers  concerned  about  rising  costs  to  know  they  can 
receive  from  HMSA  the  managed  care  controls  they  expect 
to  assure  appropriate  and  economical  use  of  health  care 
resources.  At  the  same  time,  members  who  elect  to  obtain 
care  from  participating  physicians  gain  protection  from  any 
benefit  reductions  due  to  managed  care  requirements,  thus 
strengthening  their  incentive  to  seek  services  from  partici- 
pating physicians  like  yourself 

We  agree  that  physicians  in  Hawaii  have  generally  sup- 
ported actions  to  improve  access  to  care  and  played  a key 
role  in  maintaining  utilization  at  among  the  lowest  levels  in 
the  nation.  We  do  not  necessarily  believe  that  managed  care 
programs  will  achieve  the  same  kind  of  benefit  savings  in 
Hawaii  that  may  have  been  demonstrated  in  specific  areas 
on  the  Mainland. 

However,  HMSA  has  learned  from  experience  that 
employer  groups  will  not  hesitate  to  substitute  plans  with 
more  restrictive  delivery  systems  in  place  of  our  fee-for-ser- 
vice  plans  if  they  feel  those  plans  will  better  control  costs. 
By  accepting  responsibility  for  managed  care,  participating 
physicians  receiving  fee-for-service  payment  will  be  able  to 
compete  with  other  plans  whose  physicians  support  man- 
aged care  requirements. 

HMSA's  actions  are  not  intended  to  threaten  physicians. 


find  excuses  to  impose  penalties  upon  them,  or  introduce  an 
additional  “hassle-factof.  We  are  conducting  a variety  of 
activities  to  make  physicians  aware  of  the  managed  care 
process  and  avoid  penalties.  This  includes  waivers  of  benefit 
reductions  for  a three-month  period,  sending  of  reminder  let- 
ters, and  personal  contact  by  Professional  Relations  repre- 
sentatives. 

The  administration  of  managed  care  pre-authorization 
w'ill  be  fair  and  reasonable.  Physicians  will  not  be  penalized 
for  failing  to  pre-authorize  acute  or  emergency  admissions 
in  advance.  In  the.se  cases,  notification  may  be  made  within 
two  working  days  after  admission  or  even  later  if  the  physi- 
cian was  not  able  to  verify  coverage.  The  $300  penalty  will 
be  imposed  only  after  the  physician  has  been  given  an 
opportunity  to  become  familiar  with  the  managed  care  pro- 
cess and  fails  to  demonstrate  a good  faith  effort  to  follow  it. 
We  anticipate  that  provider  compliance  and  administrative 
flexibility  on  HMSA's  part  will  keep  benefit  reductions  to  a 
minimum. 

We  have  also  taken  steps  to  provide  physicians  with  con- 
venient access  to  the  managed  care  process.  Physicians  or 
their  office  staff  may  call  us  during  regular  office  hours, 
leave  information  on  our  answering  machine  after  we  are 
closed,  or  transmit  information  via  facsimile  transmission. 
Patient  coverage  codes  may  be  confirmed  by  calling  Profes- 
sional Relations,  our  Managed  Care  number,  or  by  making 
use  of  Infobot,  HMSA's  membership  verification  system. 

We  recognize  that  managed  care  must  be  able  to  achieve 
savings  which  outweigh  its  administrative  costs  to  physi- 
cians and  HMSA.  The  effectiveness  of  our  programs  will  be 
evaluated,  and  modifications  made  as  necessary.  F-or  exam- 
ple, we  are  currently  in  the  process  of  phasing  out  our 
Mandatory  Second  Surgery  Opinion  program  from  managed 
care  plans  because  it  has  not  been  cost-effective. 

If  we  can  agree  that  managed  care  is  likely  to  be  with  us 
in  the  foreseeable  future,  our  shared  objective  should  be  to 
make  it  as  workable  and  efficient  as  possible.  We  welcome 
any  suggestions  for  improving  our  managed  care  programs 
or  identifying  problem  areas  that  should  receive  further 
attention. 

If  you  w'OLild  like  to  further  discuss  our  Managed  Care 
Programs,  please  call  me  at  944-2  190. 

Sincerely, 
Stephen  AJW  Lung 
Manager,  Professional  Relations 

cc:  Dr  Jeffrey  Fong,  HSIM 
Bernard  Ho,  HMSA 
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Lecture  Report 


Robert  Peter  Gale  MD  PhD 


Thanks  to  the  UH  School  of  Medicine  and  the  Robert  T 
Wong  Foundation,  Robert  Gale,  the  bone  marrow  transplant 
expert  from  UCLA  Medical  Center  who  was  asked  by  Mikhail 
Gorbachev  of  the  former  Soviet  Union  to  “come  immediately” 
to  help  the  Soviets  deal  with  the  Chernobyl  power  reactor 
explosion  in  April  1986,  was  in  Hawaii  for  a series  of  lectures 
the  week  of  27  January. 

His  first  lecture  at  noon  on  the  28th  was  on  Bone  Marrow 
Transplantation,  given  at  the  regular  surgical  meeting  at  The 
Queen’s  Medical  Center  in  the  John  A Burns  School  of 
Medicine  tower;  Brian  Issell  MD,  Director  of  the  Cancer 
Research  Center  of  Hawaii,  introduced  the  speaker  in  the 
absence  of  Bradley  Wong  MD,  head  of  the  department,  who 
was  busy  with  the  Pan-Pacific  Surgical  Congress  going  on  the 
same  week  in  Waikiki. 

Livingston  Wong  has  been  to  Gale’s  BMT  Center  at  UCLA 
and  has  done  about  70  of  the  procedures  here  at  St  Francis 
Medical  Center.  The  salient  points  of  Gale’s  lecture  revealed 
his  intense  dedication  to  the  cure  of  cancer,  and  particularly 
leukemia  in  children.  BMT,  in  conjunction  with  radiation  and 
chemotherapy,  and  with  the  enticing  concept  in  the  future  of 
gene  therapy  of  the  extracted  marrow,  offers  a significant  rate 
of  survival  of  patients  with  leukemia,  aplastic  anemia  or  Tha- 
lassemia major.  The  latest  is  autologous  BMT,  which  obviates 
the  graft-versus-host  phenomenon;  6,()()()  of  these  were  done 
worldwide  in  1991  with  not  a single  GvHD.  There  is  now  a 
central  registry  in  Milwaukee,  of  which  Gale  is  the  chair,  and 
close  to  a million  HLA-compatible  donors  listed,  45(),()()()  of 
them  in  the  U.S. 

Gale  next  addressed  the  subject  of  Leukemia:  What's  the 
Best  Treatment'.’  at  the  Cancer  Re.search  Center  of  Hawaii  at 
noon  on  the  3()th;  Dr  Issell  again  chaired  the  meeting,  the 
audience  consisting  of  a large  number  of  oncologists,  physi- 
cians and  nurses.  Gale  pointed  out,  in  summary,  that  it  is  as 
yet  impossible  to  say  that  BMT  does  better  than  the  standard 
protocols  that  are  currently  in  vogue.  Interestingly,  he  pointed 
out  that  the  $ I ()(),00()  to  $2()(),()()0  cost  of  such  a procedure 
should  be  compared  with  the  worth  of  a year(s)  of  life  saved  if 
the  procedure  is  successful,  rather  than  per  se. 

The  third  lecture  was  the  sixth  annual  Wong  Foundation 
one,  given  in  the  auditorium  of  the  medical  school  that  same 
afternoon.  Dr  Gale  talked  on  Medical  Care  in  the  Soviet 
Union.  He  was  introduced  by  Dean  Chris  Gulbrandsen  to  a 
mixed  audience  that  included  the  general  public.  Gale  said  he 
first  went  to  the  USSR  in  1970  at  the  request  of  the  U.S.  State 
Department,  but  since  Chernobyl  he  has  been  going  for  a 
week  out  of  each  month  in  order  to  organize  a long-term  fol- 


low-up of  the  600,000  people  who  were  expo.sed  to  the  radia- 
tion generated  by  the  explosion  and  fall-out  at  Chernobyl. 
Some  200,000  of  these  were  the  workers  and  personnel  who 
succeeded  in  immediately  putting  out  the  fires  at  the  reactor 
plant  and  then  sealing  it  up  in  a sarcophagus  of  300,000  tons 
of  sand,  steel  and  concrete.  Amazingly,  only  31  have  died  as  a 
result  of  the  explosion,  2 of  them  killed  instantly.  However, 
the  after-effects  must  be  monitored  for  the  next  30  to  50  years 
(incidentally,  the  sarcophagus  is  cracking  open  and  the  hot 
core  is  “melting  down”  toward  China!) 

Gale’s  litany  of  deficiencies  in  the  USSR  medical  system 
was  a sad  tale  of  woe  and  increasingly  so  as  the  Union  has 
broken  up.  The  old  regime  had  done  wonders  in  resolving  the 
problems  of  sanitation,  child  care,  immunization  and  access  to 
medical  care,  but  it  had  not  done  well  when  it  came  to  the 
treatment  of  heart  disease,  cancer  and  stroke  — things  that 
required  long-term  care.  Gale  indicated  this  was  partly  the 
result  of  so  much  of  the  country’s  GNP  having  been  devoted 
to  building  up  the  military  and  the  nuclear  weapons  program 
to  counter  that  of  the  U.S.  Although  the  Soviet  physicians 
were  sharp,  it  was  obvious  they  lacked  the  professional  inter- 
relationship with  their  peers  in  the  rest  of  the  world  over  the 
past  70  years  under  a dictatorial  communist  system.  The  Rus- 
sian physician’s  pay  is  the  same  as  a streetsweeper’s.  The  cur- 
rent lack  of  food  and  ordinary  goods  is  noticeable  in  the 
stores.  The  ruble  has  no  value  whatever,  except  in  the  thou- 
■sands;  the  people’s  savings  are  gone. 

Dr  Gale’s  last  speech  was  on  the  subject  of  Nuclear  Ener- 
gy, Nuclear  Reactors  and  Nuclear  Weapons.  This  was  held  at 
The  Queen’s  Medical  Center  Mabel  Smyth  auditorium  on  Fri- 
day morning  the  31st  primarily  for  physicians  and  staff  of  the 
Center  but  also  for  the  public.  I was  tendered  the  honor  of 
introducing  Bob  Gale  and  did  so  by  extolling  his  accomplish- 
ment in  writing  the  book  Final  Warning  with  attorney  and 
author  Tom  Houser  in  1988.  The  following  is  how  I reported 
this,  the  best  of  the  Gale  lectures  (he  did  address  2 more  small 
groups  in  between  that  I missed): 

He  started  out  at  once  with  slides  on  the  big  screen,  show- 
ing a map  of  European  USSR  and  pointing  out  Kiev  in  the 
South,  a city  of  well  over  a million  people.  Chernobyl  is  1 10 
km,  66  miles,  to  the  Northwest  and  the  nuclear  reactor  that 
generates  electric  power  is  on  a river  that  flows  toward  Kiev  . 
The  town  of  Pripiyat  is  only  6 km  away  to  the  North  and  was 
built  to  house  the  personnel  of  that  plant,  numbering  some 
49,()()0  workers  and  their  families. 

Using  photos  taken  by  Satelland  that  circles  in  the  strato- 
sphere around  the  Earth  some  6 miles  high  every  60  to  90 
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Listen 
to  your 
heart. 

Sandra  called  me  on  the 
way  to  work  to  remind 
me  about  our  family 
dinner  tonight. 

Emily  left  a message 
on  my  AMS:  ‘Hove 
you,  Daddy’ 

leaded  her  back  and 
said,  ‘I  love  you,  too.’ 

Nothing  feels  better 
than  keeping  in  touch. 

Island-wide  coverage. 
Personalized  service.  And 
more  cellular  options  to 
meet  your  communication 
needs.  At  Honolulu 
Cellular,  we  know  phones 
aren’t  just  for  business 
any  more.  Because  some 
things  are  too  important 
to  lose  touch  with. 

Discover  the  communi- 
cation choice  you  can 
depend  on. 

Only  at  Honolulu  Cellular. 


Honolulu 

Cellular 


Hawaii’s  Cellular  Leader 


1161  Kapiolani  Boulevard/ 545-4765  • Grosvenor  Center,  737  Bishop  Street/ 528-6161  • 98-1238  Kaahumanu  Street,  Suite  100/487-CELL 
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minutes.  Gale  showed  remarkable  pictures  of  the  Chernobyl 
reactor,  the  cooling  pool  that  connected  with  the  Dnieper  via 
the  Pripiyat  river.  “The  American  satellite  can  identify  when 
the  power  is  on  or  off  by  the  heat  released  into  the  pool;  in 
fact  it  can  almost  tell  when  the  personnel  are  having  lunch,” 
Gale  said.  He  showed  slides  of  the  interior  control  room  and 
then  spectacular  ones  of  the  radio-active  plume  that  was  still 
rising  above  the  destroyed  building  when  Gale  viewed  it  from 
a circling  Russian  helicopter,  before  and  after  it  was  entombed 
in  a 3()0.(){K)  tone  sarcophagus  of  sand,  steel  and  concrete  later 
on.  He  pointed  out  that  the  slide  was  smoky  because  of  the 
radiation  affecting  the  emulsion  as  he  flew  over.  He  also 
pointed  out  that  since  then,  this  massive  sarcophagus  is  crack- 
ing and  slowly  sinking  as  the  melt-down  core  continues  to 
burn  its  way  into  the  ground  below. 

“A  nuclear  accident  anywhere  is  an  accident  globally,” 
Gale  emphasized,  as  he  showed  us  how  the  Satelland  plotted 
the  spread  of  the  radioactive  fallout  photographically,  first 
toward  Scandinavia,  then  over  the  whole  of  Europe  except 
Spain  and  ultimately  over  the  Northern  hemisphere,  detectable 
over  the  State  of  Washington  in  the  U.S. 

He  showed  a picture  of  the  1,100  buses  that  were  lined  up 
to  evacuate  the  town  of  lAipiyat  in  a matter  of  hours,  and  of 
the  deserted  town  that  will  never  be  livable  again.  It  is  to  be 
left  to  crumble  and  deteriorate  with  age  — even  the  4-story 
concrete  apartment  buildings  — rather  than  be  bulldozed  and 
buried,  which  would  be  too  hazardous  for  the  workers  to  do. 
Interestingly,  Gale  kept  saying  “we”  did  this  or  that,  as  if  he 
considered  himself  one  of  the  Russians!  "We"  evacuated  a 
total  of  I35,()(){)  people  from  the  area  most  highly  contaminat- 
ed by  the  fallout,”  he  said.  He  related  that  a hundred  small  vil- 
lages in  [fyeloruss  had  survived  Napoleon  and  Hitler,  “but 
there  was  no  surviving  Chernobyl's  fallout,  not  for  a hundred 
years!”  He  showed  a map  of  Byeloruss  that  indicated  the  areas 
of  radioactivity.  It  was  roughly  20%  of  the  whole.  The  seri- 
ousness of  this  disaster  is  compounded  by  the  fact  that  the 
Ukraine  and  Byeloruss  were  the  breadbasket  of  the  USSR. 

He  showed  pictures  of  the  workers  dressed  in  protective 
clothing  as  they  built  the  sarcophagus,  supposed  to  rush  in, 
work  frantically  for  2 minutes  only  (although  many,  heroical- 
ly, stayed  longer  to  get  the  job  done),  being  irradiated  with  a 
lifetime,  whole-body  dose  the  while.  (I  realized  then  why 
200, ()()()  workers  were  potential  victims  that  need  to  be  fol- 
lowed medically  the  next  50  years!),  plus  the  400,000  other 
people  who  were  exposed. 

I was  totally  surprised  to  hear  Gale  say  that  there  had  been 
249  nuclear  accidents  the  world  over,  prior  to  Chernobyl!  The 
Russian  medics  had  devised  a dosimetry  on  a clinical  basis, 
since  the  amount  of  radioactivity  was  too  high  to  ‘count'; 
They  calculated  the  whole-body  affect  by  the  symptoms  and 
signs  that  evolved  — skin  burns,  nausea  and  vomiting,  bloody 
diarrhea,  a dropping  WBC,  etc.  Gale  explained  that  the  LD-5() 
dose  is  5 Gy  (equivalent  to  300  rads  or  rerns);  this  is  now  a 
much  lower  level  than  what  was  first  estimated  after 
Hiroshima  and  Nagasaki,  the  result  of  penetrating  gamma 
rays.  He  spoke  of  a radiation  of  50  Gy  (5,000  rads)  that  would 
evaporate  a human  being,  leaving  only  a tattooed  shadow  out- 
line on  the  concrete  wall  behind  that  person. 
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Standard  supportive  treatment  consisted  of  antibiotics, 
blood  transfusions,  large  transfusions  of  platelets  and  the 
hematopoietic  growth  factors  such  as  GM-CSF.  Gale  showed 
slides  of  patients  in  plastic,  sterile  “bubbles”  and  of  the  doc- 
tors attending  them. 

Switching  to  the  question  of  nuclear  power.  Gale  made  a 
good  case  for  that  despite  the  unavoidable  risks  of  technologi- 
cal accidents,  as  well  as  the  fact  of  human  error  in  operating 
nuclear  power  plants,  the  disposal  of  wastes,  etc.  He  compared 
it  with  the  adverse  effects  of  using  fossil  fuels.  He  did  not 
think  that  geothermal  energy,  wind  energy  or  solar  energy 
could  possibly  supply  the  increasing  demand  for  electricity 
that  the  world's  projected  population,  doubling  as  it  has  at 
ever  shorter  intervals,  will  need.  Hydro-electric  power  derived 
from  building  dams  also  has  its  bad  side,  he  said,  citing  the 
Egyptian  experience  with  an  epidemic  of  early  blindness. 

Gale  stated  that  nuclear  power  is  here  to  stay.  The  fear  of 
radiation  is  unwarranted  for  the  most  part.  Radiation  is  all 
around  us,  some  of  it  man-made,  but  most  of  it  natural.  “Peo- 
ple in  New  York  City  take  in  6 Gy  in  a lifetime,  whereas  those 
in  Denver  ab,sorb  25  Gy,”  he  said,  “but  you  don't  see  people 
moving  from  Denver  to  NYC  for  that  reason!  Biologically 
speaking,  it  makes  no  difference.” 

Gale's  final  point  about  nuclear  weapons,  on  the  other 
hand,  was  quite  telling.  “People  simply  do  not  understand  that 
a I -megaton  bomb  has  70  times  the  force  of  ‘Fat  Boy' 
dropped  as  an  airburst  over  Hiroshima  and  just  one  such 
exploded  at  ground  level  could  possibly  have  a global  impact 
in  terms  of  high  level  radiation. 

In  contrast  to  his  rather  equivocal  but  understandable 
stance  on  nuclear  power,  for  which  some  people  would  fault 
him.  Gale  came  down  hard  on  the  matter  of  nuclear  weapons, 
their  manufacture,  testing,  stockpiling;  the  disposal  of  waste 
products  that  are  contaminating  localities  and  people;  and  the 
problem  of  continuing  the  cycle  in  the  face  of  no  more  “evil 
empire”  at  which  to  aim  and  fire  these  instruments  of  geno- 
cide. 

Nuclear  power,  on  the  other  hand,  has  already  captivated 
the  world.  That  genie  cannot  be  put  back  into  the  bottle,  but 
the  conversion  of  uranium  into  weapons  grade  plutonium  and 
tritium  should  be  aborted,  with  the  U.S.  leading  the  way  by 
example.  Gale  stated. 

Many  physicians  in  the  audience  came  up  to  me  later  and 
in  the  days  following,  impressed  by  Gale's  tremendous  knowl- 
edge and  by  his  capacity  to  put  across  to  an  audience  the  dan- 
gers inherent  in  the  fissioning  of  an  atom.  At  the  same  time, 
he  could  not  wish  that  away,  despite  what  he  had  experienced 
at  firsthand  as  a consequence  of  Chernobyl,  considering  its 
benefits  to  medicine  and  its  potential  for  limitless  energy  for 
the  benefit  of  mankind  and  for  saving  the  environment  on  this 
planet  by  releasing  us  from  the  of  with  fossil  fuels. 

This  unusual  person,  a physician  with  an  atomic  fire  burn- 
ing inside  of  him,  seems  to  be  on  just  2 tracks  of  dedication: 

( I ) To  conquer  cancer  and  particularly  leukemia;  and  (2)  to 
organize  to  monitor  the  3()-to-5()-year  consequences  of  Cher- 
nobyl. 

J.E  Frederick  Reppun  MD 
Reporter 
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unusual  and  interesting 


Heterotopic  bone  formation  in  abdominal  incisions 


Jonathan  Charles  MD  Pathology* 

John  A Hunt  MB  BCh  FRCS  FRCS  (Edin)  Surgery** 


Heterotopic  hone  formation  in  vertical  abdominal  wounds 
is  a not  infrec/uent  and  sometimes  disabling  complication  of 
abdominal  surgery,  occurring  predominantly  in  males.  Exci- 
sion of  the  hone  is  indicated  only  for  marked  discomfort  or 
pain,  usually  produced  by  an  active  lifestyle.  Under  these  cir- 
cumstances, recurrence  of  hone  following  excision,  would  be 
highly  undesirable  and  the  prophylactic  use  of  etidronate  di- 
sodium may  well  be  indicated  to  prevent  new  bone  formation, 
as  demonstrated  by  one  of  our  cases  { Case  8). 

Introduction 

Heterotopic  bone  formation  in  scars  of  abdominal  incisions 
is  not  a rare  occurrence,  yet  few  reports  are  present  in  the  lit- 
erature'We  report  8 recent  cases,  all  males,  in  one  of  whom 
the  bone  recurred  after  excision;  in  another,  prophylactic  treat- 
ment was  given  to  prevent  recurrence  of  bone  formation  in  the 
surgical  wound,  using  etidronate  disodium  (EHDP:  Didronel). 
We  present  a review  of  the  literature  regarding  heterotopic 
bone  formation  in  abdominal  wounds,  indications  for  surgery 
and  possible  uses  of  EHDP. 

Case  reports 

Case  1 

A 53-year-old  white  male  health  professional  underwent  a 
subtotal  gastrectomy  for  adenocarcinoma  of  the  stomach, 
through  a vertical  incision.  Two  years  later  the  patient  died 
from  metastatic  disease.  At  autopsy,  heterotopic  bone  forma- 
tion was  present  in  his  abdominal  scar. 

Case  2 

A 72-year-old  retired  white  man  underwent  a partial  colec- 
tomy for  adenocarcinoma  of  the  colon,  through  a vertical  inci- 
sion. Four  months  later  bone  formation  was  di.scovered  in  the 
scar  and  was  surgically  excised. 

Case  3 

A 45-year-old  disabled  white  male  laborer  underwent 
vagotomy  and  pyloroplasty  for  intractable  duodenal  ulcer. 
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through  an  upper  midline  incision.  At  the  postoperative  visit, 
induration  was  noted  in  the  wound,  which  progres.sed  to  radio- 
logically  proven  bone.  His  lifestyle  was  not  hindered  by  the 
bone,  which  was  thus  left  alone  and  has  not  changed  in  3 
years. 

Case  4 

A 69-year-old  retired  white  man  underwent  palliative 
esophagectomy  for  advanced  adenocarcinoma  arising  in  Bar- 
rett’s esophagus,  through  an  upper  midline  and  a separate 
right  thoracic  incision.  Six  weeks  later  bone  5 cm  long  was 
noted  in  the  upper  part  of  the  vertical  midline  incision.  This 
did  not  hinder  him  and  was  left  alone. 

Case  5 

A 44-year-old  white  truck  driver  underwent  a vagotomy, 
pyloroplasty  and  fundoplication  for  severe  acid-pepsin  dis- 
ease, plus  esophagitis.  After  several  months,  he  was  noted  to 
have  a piece  of  bone  3 x 2 cm  in  size  at  the  upper  end  of  his 
wound,  near  the  xiphoid  process.  This  did  not  progress  nor 
interfere  with  his  activities  and  was  left  alone. 

Case  6 

A 70-year-old  retired  white  man  underwent  a high  partial 
gastrectomy  for  gastric  lymphoma.  Two  months  later,  in  fol- 
low-up, he  was  noted  to  have  a piece  of  bone  about  5 cm  long 
by  2-3  cm  wide  in  the  upper  part  of  his  abdominal  scar.  His 
main  activity  was  walking  and  the  bone  did  not  hinder  him,  so 
it  was  left  alone. 

Case  7 

A 4()-year-old  white  laborer  underwent  drainage  of  a pan- 
creatic pseudocyst  through  an  upper  midline  incision.  Bone 
formation  was  noted  3 weeks  later  in  the  scar.  The  bone  was 
10  cm  long  and  bowed  anteriorly,  extending  from  xiphoid  to 
umbilicus.  As  he  became  more  active,  it  hindered  his  activities 
and  was  excised.  The  bone  recurred  but  was  only  about  5 cm 
in  length  and  no  further  surgery  was  performed. 

Case  8 

A 49-year-old  white  male  plasterer  underwent  a cholecys- 
tectomy, appendectomy  and  repair  of  an  umbilical  hernia 
through  an  upper  midline  incision.  Bone  formation  was  noted 
3 weeks  later  in  the  scar.  The  bone  was  large  (6x4x3  cm), 
bowed  forward,  and  continuous  with  the  xiphoid  process.  The 
bone  interfered  mechanically  with  movement  and  was  painful 

(Continued  on  page  67)  >■ 
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ONiy  ONE  H, -ANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  OUOOENAL  ULCER  DOSAGE.  ONIY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage. 

Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week.^ 

ACID  TESTED.  PATIENT  PRDVEN. 


Axm 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories.  See  accompanying  page  for  prescribing  information. 
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AXID 

nizatidine  capsules 

Brief  Summary  Consult  the  package  insert  for 
complete  prescribing  information. 

Indications  and  Usage;  ] . Active  duodenal  ulcer- 
for  up  to  0 weeks  ot  treatment  at  a dosage  of  300  mg 
h.s.  Of  150  mg  b.i.d  Most  patients  heal  within  4 weeks 

2.  Maintenance  therapy -\o(  healed  duodenal  ulcer 
patients  at  a dosage  of  150  mg  h.s.  at  bedtime  The 
consequences  of  therapy  with  Axid  for  longer  than  1 
year  are  not  known 

3.  Gastroesophageal  reflux  disease  (GERDhiof  up 
to  12  weeks  of  treatment  of  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerative  esophagitis, 
and  associated  heartburn  at  a dosage  ot  150  mg  b.i.d. 

Contraindication:  Known  hypersensitivity  to  the  drug. 

Because  cross  sensitivity  in  this  class  of  compounds  has 
been  observed.  H2*receptor  antagonists,  including  Axid. 
should  not  be  administered  to  patients  with  a history 
of  hypersensitivity  to  other  H2-receptor  antagonists. 

Precautions;  Genera/- 1 Symptomatic  response  to  nizatidine  therapy  does  not  preclude  the  presence 
of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of 
nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  fes/s-False-positive  tests  lor  urobilinogen  with  Multistix*  may  occur  during  therapy. 

Drug  Interactions-tio  interactions  have  been  observed  with  theophylline,  chlordiazepoxide.  lorazepam. 
Iidocaine,  phenytoin,  and  warfarin,  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore, 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given 
very  high  doses  (3.900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nizatidine. 
150  mg  b.i.d,,  was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A 2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
of  a carcinogenic  effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male 
mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
placebo.  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day,  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.The  rale  of  hepatic  carcinoma  in  the  high-dose 
animals  was  within  the  historical  control  limits  seen  for  the  strain  of  mice  used,  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared 
with  concurrent  controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrence  of  a marginal 
finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  In  a battery  of  tests  performed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies  in  rats  at  doses  up 
to  300  times  the  human  dose  and  in  Dutch  Belled  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  fertility  or  teratogenic  effect;  but.  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement, 
coarctation  of  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are.  however, 
no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral  dose  is  secreted 
in  human  milk  in  proportion  to  plasma  concentrations.  Because  of  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Gse-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Paf/en/s- Healing  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Worldwide,  controlled  clinical  trials  included  over  6.000  patients  given  nizatidine  in 
studies  of  varying  durations.  Placebo-controlled  trials  in  the  United  States  and  Canada  included  over  2.600  patients 
given  nizatidine  and  over  1,700  given  placebo.  Among  the  adverse  events  in  these  placebo-controlled  trials,  only 
anemia  (0.2%  vs  0%)  and  urticaria  (0,5%  vs  0.1%)  were  significantly  more  common  m the  nizatidine  group.  Of 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  statistically  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  information) 

A variety  of  less  common  events  were  also  reported,  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizatidine, 

Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  patients.  In  some  cases,  there  was  marked  elevation  {>50()  lU/L)  in 
SGOT  or  SGPT  and,  in  a single  instance.  SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes 
overall  and  elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid  Since  market  introduction, 
hepatitis  and  jaundice  have  been  reported.  Rare  cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic 
injury  with  jaundice  have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular-\n  clinical  pharmacology  studies,  short  episodes  of  asymptomatic  ventricular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endocrine-CMical  pharmacology  studies  and  controlled  clinical  trials  showed  no  evidence  of  anti- 
androgenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been  reported  rarely. 

Hematologic -Anemia  was  reported  significantly  more  frequently  in  nizatidine  than  in  placebo-treated 
patients.  Fatal  thrombocytopenia  was  reported  in  a patient  treated  with  nizatidine  and  another  H2-receptor 
antagonist  This  patient  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  been  reported. 

Integumental-tihicaua  was  reported  significantly  more  frequently  in  nizatidine-  than  in  placebo-treated 
patients.  Rash  and  exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  H2*receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizatidine 
administration  have  been  reported.  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm,  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

0/her-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia.  fever,  and 
nausea  related  to  nizatidine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  activated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  ot 
hemodialysis  to  remove  nizatidine  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  distribution,  nizatidine  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method. 
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Figure  1:  Case  8.  Mature  lamellar  bone  with  sinuses  contain- 
ing fat  and  hematopoietic  tissue,  bordered  by  dense  connec- 
tive tissue.  No  cartilage  is  seen  in  this  particular  section. 
(Decalcified,  paraffin-embedded,  hematoxylin-eosin  stain; 
magnification  x40). 

during  his  work  as  a plasterer.  One  month  prior  to  its  surgical 
excision,  the  patient  was  placed  on  a daily  regimen  of 
Didronel,  20  mg/kg/day.  This  dosage  was  continued  for  ?> 
months  post-operation.  There  has  been  no  recurrence  of  bone 
in  the  .scar  to  date.  6 years  following  the  excision. 

The  patients  were  of  normal  weight  and  not  obese.  They 
had  no  prior  history  of  bone  formation  in  other  locations.  In 
all  cases  the  surgical  incisions  encroached  upon  the  xiphoid 
process  and  the  heterotopic  bone  later  developed  in  the  upper 
portions  of  the  scar  — in  Cases  7 and  8 the  heterotopic  bone 
was  actually  attached  to  the  xiphoid  process.  The  bone  varied 
in  length  from  5 cm  to  lO  cm.  Otherwise,  the  scars  were 
formed  in  a normal  fashion. 

The  bone  removed  under  the.se  circumstances  showed  no 
histological  difference  from  other  forms  of  bone  and  con- 
tained lamellar  bone,  fat  and  hematopoietic  tissue,  with  vary- 
ing amounts  of  cartilage,  ail  bordered  by  a rim  of  dense  con- 
nective tissue.  A microscopic  section  of  the  bone  removed 
from  Case  8 (Fig  I)  together  with  an  x-ray  of  the  resected 
specimen  is  presented  (Fig  2). 


Discussion 

Heterotopic  bone  formation  in  surgical  wounds  of  the 
abdomen  occurs  only  in  longitudinal  incisions  (as  opposed  to 
horizontal  ones)'*,  thus  implicating  the  xiphoid  process  or 
symphysis  pubis  as  possible  progenitors  in  its  pathogenesis. 
The  bone  so  formed  is  usually  near  to  one  of  the.se  structures, 
positioned  between  the  anterior  or  posterior  rectus  sheath  and 
the  rectus  abdominis  muscle^".  It  presents  itself  anywhere 
from  3 weeks  to  several  years  following  operations-*. 

This  bone  formation  has  a distinct  male  preponderance'-'*, 
in  that  by  1 962  only  3 of  the  92  reported  cases  were  in 
women*.  This  may  be  due  in  part  to  the  fact  that  abdominal 
operations  using  longitudinal  incisions  are  probably  more 
common  in  males,  considering  the  male  predilection  for  peptic 
ulcer  disease,  carcinoma  of  the  stomach,  bladder  and  prostate. 
Abdominal  operations  in  females,  such  as  hysterectomies  arni 
Cesarean  sections  are  frequently  performed  through  low  hori- 
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Figure  2:  Case  8.  An  x-ray  of  the  specimen  piece  of  bone 
resected  from  the  patient  who  had  been  pre-tested  with  EHDP. 


zontal  incisions,  while  cholecystectomies  are  often  performed 
through  oblique  transverse  subcostal  incisions,  away  from  the 
costal  margin.  If  bone  did  form  in  sucb  incisions,  it  would 
very  likely  not  inconvenience  the  patient,  and  may  in  fact  not 
even  be  noticed. 

There  does  not  appear  to  be  any  evidence  of  a familial  pre- 
disposition to  this  type  of  bone  formation,  though  it  has  been 
reported  in  2 brothers  during  the  same  time  period'. 

There  are  basically  2 theories  regarding  the  pathogenesis  of 
heterotopic  bone  formation  in  surgical  wounds'".  One  theory 
suggests  that  osteoblasts  are  derived  through  metaplasia  of 
multi-potential  mesenchymal  cells  already  present  in  the  fas- 
cia, or  derived  from  granulation  tissue.  The  second  theory 
postulates  that  transposition  of  periosteal  or  perichondral  frag- 
ments, disrupted  at  the  time  of  surgery,  will  form  a nidus  for 
f urther  bone  growth.  We  do  not  see  these  processes  as  mutual- 
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ly  exclusive  and  it  is  our  belief  that  either  of  these  modes  of 
bone  formation  may  occur,  separately  or  together,  keeping  in 
mind  that  the  linea  alba  is  possibly  a vestigia!  remnant  of  the 
sternum.  There  is  no  evidence  linking  heterotopic  bone  forma- 
tion to  any  metabolic  or  endocrine  disorder,  nor  to  the  nature 
of  the  suture  material  used'’. 

The  cure  for  heterotopic  bone  formation  in  surgical  wounds 
has  generally  been  surgical  excision,  with  occasional  postop- 
erative radiation'’"'.  However,  we  now  propose  a possible  pre- 
ventive measure  with  the  use  of  etidronate  disodium  (EHDP). 
EHDP  is  the  only  drug  of  its  class  of  compounds  — biphos- 
phonates  (formerly  diphosphonates)  — currently  on  the  mar- 
ket. Biphosphonates  are  structural  analogs  of  pyrophosphate,  a 
naturally  occurring  inhibitor  of  bone  formation.  EHDP  pre- 
vents the  conversion  of  amorphous  calcium  phosphate  to  crys- 
talline hydroxyapatite,  the  mineral  component  of  bone.  Fur- 
thermore, it  also  binds  to  the  hydroxyapatite  present,  render- 
ing it  more  resistant  to  chemical  attack  by  alkaline  and  acid 
phosphatases  produced  by  the  osteoblasts  and  osteoclasts 
respectively'-'’.  It  thus  slows  down  both  the  dissolution  and 
the  accumulation  of  mineral.  Also,  it  appears  to  interfere  with 
the  conversion  of  osteoblasts  to  osteocytes  and  markedly 
reduces  the  osteoclast  population'- Serum  calcium  and 
parathyroid  hormone  levels  are  not  significantly  changed'f  yet 
in  Paget’s  Disease  a marked  decrease  in  both  urinary  hydrox- 
yproline  and  serum  alkaline  phosphatase  is  noted,  reflecting 
decreased  osteoclastic  and  osteoblastic  activity''"'’.  In  short, 
EHDP  inhibits  both  bone  remodeling  and  mineralization. 

Tbe  principal  use  of  EHDP  is  in  the  treatment  of  Paget's 
Disease'’".  It  has  also  been  recommended  for  beterotopic 
ossification  in  patients  following  severe  bead  or  spinal  cord 
injury  and  following  total  hip  arthroplasty EHDP  has 
also  been  used  with  varying  success  in  postmenopausal  osteo- 
porosis, myositis  ossificans  progressiva’' calcinosis  univer- 
salis", the  prevention  of  periodontosis",  and  the  prevention  of 
calculi  in  the  urinary  tract’'.  On  an  investigational  basis,  it  has 
been  studied  for  the  prevention  of  atherosclerosis-'’.  Recently, 
the  intravenous  administration  of  dichloromethylene  diphos- 
phonate  (not  currently  on  the  market)  and  EHDP  have  shown 
great  promise  in  lowering  the  serum  calcium  in  patients  with 
hypercalcemia  of  malignancy-''-". 

The  side  effects  of  EHDP  therapy  are  usually  manifested 
only  when  large  or  prolonged  doses  are  administered,  consist- 
ing of  gastrointestinal  upsets'’-'",  osteomalacia  (with  increased 
likelihood  of  pathologic  fractures)'’ hyperphospha- 
temia'-'’, and  an  increase  in  bone  pain"’'". 

Apart  from  its  primary  use  in  Paget’s  Disease,  EHDP 
exerts  its  most  beneficial  effect  in  the  prevention  of  hetero- 
topic bone  formation  before  its  actual  onset,  rather  than  as 
treatment'"-". 

Two  of  our  patients  (Cases  7 and  8)  experienced  severe 
pain  and  inconvenience  from  the  large  ossified  fragments  in 
their  abdominal  wounds.  Since  in  each  patient  the  heterotopic 
bone  was  attached  to  the  xiphoid  process,  there  was  consider- 
able limitation  of  their  activities  as  construction  workers.  It  is 
known  that  trauma  and  heavy  physical  labor  can  predispose  to 
beterotopic  bone  formation’.  With  these  considerations  in 
mind,  and  after  the  bone  recurred  in  Case  7,  the  next  patient 
(Case  8)  received  pre-  and  postoperative  EHDP  and  has  not 
had  a recurrence  of  heterotopic  bone  formation  after  6 years. 
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NUCUAR  MEDICINE  lEACHMG  FU 

WHITE  CELL  SCANNING  IN  FEVER  OF 
UNDETERMINED  ORIGIN 

38  year  old  patient  with  a fever  of  undetermined  origin  postoperatively  but  no  localizing  sign. 


ANTERIOR  PELVIS:  Intense 
white  cel!  accumulation  in  an 
abscess  overlying  the  right 
sacroiliac  joint. 


RIGHT  LATERAL:  The  right 
lateral  demonstrates  that  the 
abscess  is  anterior  to  the 
sacroiliac  joint. 


Radiolabeled  WBC  scans  should  be  used  for  FUO’s,  osteomyelitis 
and  other  inflammatory  conditions. 


Nuclear  Medicine  — Non-invasive,  physiologic  imaging 

PACIFIC  RADIOPHARMACY,  LTD. 


A JOINT  VENTURE  OF 

QUEEN’S  MEDICAL  CENTER,  KUAKINI,  SAINT  FRANCIS, 
STRAUB  AND  THE  HONOLULU  MEDICAL  GROUP. 


...  (I  beneficial  out  reach 


Marimed  Foundation  President’s  Report 


David  D Higgins* 


In  I9S5,  the  second  year  of  its  existence,  Marimed  Foun- 
dation adopted  an  ancient  Chinese  poem  as  its  “operational 
philosophy: " 

“Go  to  the  people,  live  amony  them, 
learn  from  them,  love  them, 
start  with  what  they  know, 
build  on  what  they  have; 
hut  of  the  best  leaders, 
when  their  task  is  accomplished, 
their  work  is  done, 
the  people  all  remark, 

‘VV("  have  done  it  ourselves. 

The  poem  expresses  the  idea  that  true  progress  in  the  develop- 
ing world  requires  that  individuals  at  the  community  level 
accept  responsibility  for  their  health  status,  adopt  a belief  in 
their  power  to  effect  change,  and  then  begin  to  take  action  to 
improve  the  quality  of  life  for  themselves  and  their  families. 

There  have  been  clear  signs  of  this  sort  ot  progress  in  the 
outer  Marshall  Islands  in  the  past  year.  These  signs  include 
increased  participation  in  health  education  classes  (particular- 
ly among  women),  the  enthusiastic  involvement  of  communi- 
ty leaders  in  empowerment  workshops  conducted  by  its 
Health  Ministry  under  Marimed's  Child  Survival  Initiative 
project,  and  an  encouraging  increa.se  in  the  demand  for  family 
planning  services. 

There  has  also  been  gratifying  progress  in  the  past  year  in 
the  degree  of  leadership  and  control  assumed  by  the  Health 
Ministry  over  the  programs  and  activities  in  the  outer  islands 
supported  by  Marimed  Foundation’s  health  services  ship,  Tole 
Mour.  This  progress,  which  is  the  truest  measure  of  the  suc- 
cessful collaboration  between  the  Foundation  and  the  Mar- 
shall Islands  Ministry  of  Health,  is  reflected  in  the  changing 
role  of  the  Foundation  in  its  interaction  with  the  Ministry. 

As  expressed  by  Tole  Mour’s  last  Medical  Director,  Dr. 
Ned  Hayes,  in  a recent  article  in  the  Marimed  Spirit  newslet- 
ter, Marimed’s  changing  role  has  made  1990  the  "transition 
year,”  the  year  the  Foundation  began  the  important  process  of 
redefining  its  role,  changing  it  from  that  of  contributor  to  the 
delivery  of  services  to  that  of  consultant  to  the  Ministry. 


* President.  Marimed  Foundation 
i03()  Ala  Moana  Blvd.  Building  D 
Honolulu,  Hawaii  96814 

Reeeived  lor  publication  on  July  29.  1991. 
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Several  significant  milestones  were  reached  in  the  transi- 
tion year  of  1990: 

• The  mix  of  Marshallese  and  expatriate  health  team  mem- 
bers on  Tole  Mour  changed  dramatically.  At  the  beginning  of 
the  year,  the  typical  health  team  had  7 Marshallese  and  7 
expatriates  or  “dri  belles;”  at  the  end  of  the  year,  the  mix  was 
typically  1 1 Marshallese  to  3 dri  belles. 

• The  responsibility  for  supplying  the  ship-supported  outer 
island  clinics,  once  shared  by  the  Foundation  and  the  Outer 
Island  Dispensary  System  (OIDS)  office,  shifted  entirely  to 
OIDS  at  the  end  of  1990.  Marimed  has  cleared  out  its  Majuro 
storerooms,  donating  nearly  a half  dozen  truckloads  of  sup- 
plies to  OIDS  and  the  Majuro  Hospital. 

• Clinic  activities  that  took  place  in  the  medical  spaces  on 
board  Tole  Mour  in  1989  were  nearly  all  able  to  be  handled 
ashore  in  the  local  dispensaries  by  the  end  of  1990.  This 
increase  in  local  capabilities  means  greater  self-sufficiency  in 
the  outer  islands.  It  also  means  that  some  spaces  on  Tole  Mour 
can  now  be  rededicated  to  support  new  programs. 

• The  role  of  Shipboard  Medical  Director,  filled  for  2 years 
by  Marimed  staff  physicians,  was  assumed  in  December  1990 
by  the  5 Marshallese  MFDEXes  who  have  been  rotating 
aboard  ship  as  Team  Leaders:  Risong  Ankien,  Biten  Batol, 
Alec  Keju,  Yoseph  Kintaro,  and  Kiona  Lalimo.  This  signifi- 
cant accomplishment  was  made  possible  largely  through  the 
hard  work  and  dedication  to  training  of  the  2 outstanding 
physicians  who  served  as  Shipboard  Medical  Director  during 
1990,  Dr  Dick  Coughlin  and  Dr  Ned  Hayes. 

Marimed’s  emphasis  on  training  paid  dividends  in  other 
areas  as  well  during  the  past  year.  Early  in  the  year,  Mr  Bake 
Anta,  one  of  Tole  Mour’s  original  Marshallese  deckhand 
trainees,  landed  a position  as  crew  on  the  Greenpeace  ship. 
Rainbow  Warrior.  And  in  October,  Tole  Mour's  3 current 
trainees  all  completed  their  one  year  apprenticeship,  were 
rated  Able  Bodied  Seamen,  and  were  issued  internationally 
recognized  seamen’s  documents. 

A recap  of  1990  would  not  be  complete  without  a brief  men- 
tion of  the  exciting  and  very  successful  Student  Leadership 
Development  Program  conducted  for  10  Marshallese  and 
Hawaii  students  in  January  1990  during  Tole  Mour's  return  to 
Honolulu  for  drydocking.  It  provided  the  basis  for  a decision  by 
Marimed’s  Board  of  Trustees  to  expand  the  Eoundation’s  activi- 
ties to  include  a comprehensive,  continuing  program  of  marine- 
based  experiential  education,  skills  building,  and  counseling  for 
Micronesian  and  Hawaii  youth,  particularly  youth  at  risk. 

Whereas  substandard  health  care  was  recognized  in  the 
Marshall  Islands  as  the  crisis  of  the  1980s,  lack  of  adequate 
programs  and  services  for  youth  is  rapidly  becoming  the  crisis 

( Continued)  >■ 

71 


MARIMED  {Continued  from  page  71) 


Sources  of 
Income 


Operating 

Expenses 


Income 

Highlights 


Expense 

Highlights 


Financial  Highlights  - 1990 


Total  1990  Cash  & In-kind  Income $1,738,556 

RMI  Government  (contract) 350,000 

Institutions  - Corporations  & Foundations 247,382 

Individuals 273,538 

U.S.  Public  Health  Service 37,252 

Miscellaneous 17,312 

In-kind  Services 

(medical,  dental,  and  maritime  personnel) 633,328 

In-kind  Products 179,744 

Medical  and  Dental  Supplies 38,543 

Fuel  & Oil  Products 46,350 

Air  Travel 22^49 

Other  In-kind  Products 72,302 


Total  1990  Cash  & In-kind  Expenses $1,721,422 

Program  Services 1,573,330 

General  & Administrative 93,014 

Fund  Raising 55,078 


NOTE: 

Unrestricted  and  Restricted  Funds  are  combined  here  for  analysis  only;  figures  are  unaudited. 
Marimed  Foundation  audited  financial  statements  are  available  upon  request. 
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Tole  Mour's  1990  Clinics 
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Dates  Visited  # Communities 
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1 

of  the  I99()s.  The  annual  population  growth  rate  of  4.1%  in 
the  Marshalls,  the  world's  highest,  has  yielded  a dispropor- 
tionately large  adolescent  population.  Substance-abuse  and 
suicide  among  males  in  this  cohort  are  major  tragedies.  There 
are  few  Job  opportunities  and  a lack  of  vocational  training 


programs  to  prepare  youth  for  those  opportunities  that  do 
exist.  Gang  activity  is  appearing  for  the  first  time. 

Concern  in  the  Marshall  Islands  for  troubled  youth  is  mir- 
rored in  Hawaii.  Substance-abuse  among  Hawaii  adolescents, 
increased  gang  activity,  and  inadequate  State  facilities  and 

(Continued)  >■ 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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MARIMED  (Continued  from  pa^e  73) 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  Is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  “ 

53159-001-10, 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


programs  tor  juvenile  offenders  have  all  induced  the  State 
government  to  seek  out  new  programs  to  serve  adjudicated 
youth  and  youth  at  risk. 

Government  and  private  sector  leaders  in  the  Marshall 
Islands  have  approached  Marimed  about  expanding  its  current 
program  focus  to  include  special  ship-based  programs  for 
youth  at  risk  in  the  Marshall  Islands;  a feasibility  study  con- 
ducted for  Marimed  in  Hawaii  has  shown  an  unmet  need  for 
effective  counseling  and  training  services  for  Hawaii  youth  at 
risk  as  well. 

The  new  youth  programs,  planned  for  1992,  will  comple- 
ment the  Foundation's  ongoing  health  programs  by  involving 
Marshallese  and  Hawaii  youth  in  health-related  community 
projects  in  the  outer  Marshall  Islands,  while  providing  both 
vocational  skills  training  (.seamanship,  carpentry,  etc)  and  life 
skills  training  (leadership,  selfesteem,  etc). 

Including  both  Marshallese  and  Hawaii  youth  in  these  pro- 
grams will  provide  a unique  cross-cultural  aspect  to  the  train- 
ing. The  January,  1990  Student  Leadership  Development  Pro- 
gram demonstrated  that  mixing  Hawaii  and  Micronesian  youth 
is  beneficial  to  the  community  building  process  that  has  become 
such  an  important  characteristic  of  life  on  board  Tole  Moiir. 

You  will  be  hearing  more  about  these  ambitious  and  excit- 
ing plans  in  the  months  to  come. 


Marimed  Update 

October  1991 

HONOLULU  - Marimed  Foundation's  tallship  Tole  Moitr  is 
returning  to  her  home  port  of  Honolulu,  after  nearly  20  months  of 
continuous  health  work  in  the  Marshall  Islands. 

On  board  Tole  Monr  are  5 teenagers  from  Hawaii  and  5 from 
the  Marshall  Islands  who  will  have  successfully  completed  the  4- 
week  2. .500  mile  voyage  Irom  the  Marshall  Islands.  Their  activi- 
ties included  watch  standing,  marlincspike  seamanship  (knots, 
splices,  canvas  work),  basic  oceanography,  navigation,  theory  and 
practical  application  of  sail  propulsion,  CPR  and  first  aid,  history 
ol  Pacific  island  voyaging,  basic  meteorology,  poems  and  .songs 
of  the  sea,  as  well  as  life  skills  and  related  activity  training. 

Youth  participants  make  passages  on  Tole  Moitr  between 
Hawaii  and  the  Marshall  Islands,  or  accompany  the  health  teams 
oti  board  Tole  Moitr  in  the  remote  outer  Marshall  Islands,  assisting 
health  workers  and  engaging  in  community  service  projects  while 
receiving  vocational  and  life  skills  training.  Approximately  160 
youth  (24  at  a time),  half  from  Hawaii  and  half  from  the  Marshall 
Islands,  participate  annually  in  the  program.  The  month-long 
shipboard  experiences  will  be  followed  by  one  year  of  tracking 
and  support  including  vocational  training  and  job  placement. 

Tole  Motir.  which  means  “gift  of  life  and  health"  in  Mar- 
shallese, has  been  in  service  since  I9K9,  carrying  teams  of  Mar- 
shallese and  volunteer  health  prolessionals  on  regular  “rounds" 
among  59  outer  island  communities,  training  local  health  workers, 
immunizing  children,  screening  tor  chronic  and  communicable 
diseases,  counseling  families  on  family  planning,  and  providing 
basic  dental  care. 

During  the  last  .3  years  Tole  Moitr  and  her  health  teams  have 
three  times  covered  1 50, ()()()  square  miles,  made  multiple  visits  to 
59  communities,  reached  100%  of  their  outer  island  target  popula- 
tion, provided  ongoing  training  to  68  local  health  assistants  and 
traditional  birth  attendants,  conducted  approximately  600  commu- 
nity health  education  sessions,  and  logged  nearly  40,000  patient 
encounters. 

Ron  Olmsted 
Director  of  Development 
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Miscellany 

Elephants  — Two  clcplianls  nuincliing 
on  ihcir  hay  noliccJ  Ihoir  trainer  nrinating 
against  their  eage.  One  elephant  said  to  the 
other,  "How  the  hell  do  you  suppose  that 
guy  breathes  through  anything  that  small?” 

Kaiif’aroas  — An  Irishman  visiting  the 
London  Zoo  saw  his  first  kangaroo.  Over 
the  cage  was  a sign,  “Australian.”  “My 
god,"  the  visitor  said,  “and  to  think  my  sis- 
ter married  one  of  them." 

Birth  Control  We  are  told  that  a medi- 
cal team  in  Hawaii  has  come  up  with  a 
major  discovery,  the  product  of  one  of 
Hawaii’s  volcanoes.  This  new  prodtict  is  an 
infallible  birth  control  device  — a tiny  piece 
of  cooled  lava.  You  put  the  piece  of  lava 
into  the  man's  shoe  and  it  makes  him  limp. 

I Our  thanks  to  old  Tokyo  buddy  and 
renowned  after-dinner  humorist,  Joe  Sykes, 
who  sent  a copy  of  his  hilarious  227-pagc 
joke  book,  “The  Obscene  .Icster”,  Nome 
Bav  Books,  PO  Box  5532,  Walnut  Creek, 
CA  94596/Ed  1 

* * * 

“My  doctor  told  me  Jogging  would  add 
years  to  my  life.  I think  he  was  right.  I feel 
10  years  older  already.” 

(Milton  Bcrlc’s  quote  in  the  Houston 
Post,  MWN  Nov  -91 ) 

Entrepreneurs 

Bae-si 

Peter  Caldwell,  pediatric  cardiologist 
with  Kaiser’s  Leeward  Clinic,  has  written  a 
143-pagc  paperback,  “Bac-si:  A Doctor 
Remembers  Vietnam”  (.$9.95  at  local  book 
stores).  Twenty-five  years  ago.  when  he 
left  Travis  Air  Force  Base  cnroule  to  Viet- 
nam. Peter,  then  a Navy  physician,  was  told 
by  his  mom  Mary  Caldwell:  “Keep  a jour- 
nal. It  will  be  interesting  to  look  back  on.” 

Star-Bulletin  reporter  Lois  Taylor  wrote: 
“It  is  not  a rehash  of  ‘M*A*S*H’  nor  ‘Miss 
Saigon’  without  music.  It  is  a well-told 
account  of  a non-combatant’s  experience  in 
the  middle  of  a deadly  and  misunderstood 
war."  Peter  says,  “My  focus  is  on  filling  the 
gaps  in  the  landscape  of  the  Vietnam  war 
apart  from  tense  jungle  patrols,  chaotic  fire- 
lights and  stark  combat  bases.” 

(Continued ) >■ 


Refinance  Now  With  a Chm  of  Lenders 

The  time  was  never  better  to  refinance  your  home  to  obtain  a more 
favorable  rate  or  to  get  cash  for  buying  in  fee  or  any  other  need.  And 
remember,  we  have  access  to  more  than  one  lender  so  you  are  assured  of 
getting  the  best  rate.No  broker  fee.  It’s  included  in  the  points. 

CALL  NOW.  THE  TIME  WAS  NE'YER  BETTER. 


ANTHONY  “BUSTER”  ^HIM 

Mort^ajte  broker 

732-0707 


CHART  Puts  People 
Back  to  Work 


ChKRT 

Comprehensive  Health  and 
/Active  Rehabilitation  Training 


The 
sooner 
an  injured 
employee 
gets  back  to 
work,  the  better 
for  everyone  — 
financially,  physically, 
and  emotionally,  CHART 
provides  medically-approved 
outpatient  physical 
rehabilitation  that  gets 
employees  back  to  work  as 
soon  as  possible. 

Patients  actively 
participate  in  physical 
reconditioning  and  work 
simulation.  Real  work  tools, 
materials  and  equipment 
help  patients  restore  physical 
capacity  and  ease  fears  of 
return  to  work. 

CHART  is  a national  leader 
in  return-to-work  physical 
rehabilitation  that  gets 
proven  results. 

Why  wait?  It's  smart 
to  start  with  CHART. 


1505  Dillingham  Blvd.  #110 
Honolulu,  HI  96817 
Phone;  841-6006 

94-810  Moloalo  Street 
Waipahu,  HI  96797 
Phone:  671-1711 
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NEWS  AND  NOTES 

{Continued  from  page  75) 


hAwaiian  Regent 

A Neu'  Tradition  in  Hawaiian  Hospitalit}'- 
Ouka  Hotels  and  Resorts 
2552  Kalakaua  Avenue 
Honolulu,  Hawaii  96815-3699 


Meet  here  and  you  simply  can't  go  wrong. 

Our  seasoned  Convention  Services 
Manager  takes  care  of  everything.  All  1,346 
rooms  have  a picture  view.  Three  ballrcxims 
and  11  meeting  rooms  provide  ample  space 

You  can't  beat  our  catering  staff  and  six 
restaurants  for  fine  cuisine  (which  you  can 
work  off  at  our  two  patls  and  tennis  court). 
And  we’re  in  a perfect  spot  overlooking 
Waikiki  Beach. 

So,  you  see,  if  something  can  go  right, 
it  will.  Tliat's  ITiwaiian  Regent's  Law. 

For  more  information,  call  808-921-5184. 


Tlie  only  place  on 
Earth  not  governed 
by  Murphy’s  Law 


Next  time  you  feed  your  face, 
think  about  your  heart. 


Go  easy  on  your  heart  and  start  cutting 
back  on  foods  that  are  high  in  saturated 
fat  and  cholesterol.  The  change’ll  do 
you  good. 


MidAmerican  Heart  Association 

WE'RE  FIGHTING  FOR  \OUR  LIFE 


W'aimea 's  Hospital 

The  I'ulurc  North  Hawaii  Community 
Hospital  in  Waimca  will  cost  an  estimated 
$25  million.  The  1991  State  Legislature 
appropriated  $12.5  million  for  the  project 
and  the  local  nonprofit  organization  has  to 
raise  the  remainder.  Sharon  Vitousek,  presi- 
dent of  the  board  reports  that  the  organiza- 
tion is  confident  about  raising  the  funds.  It 
has  received  $4  million  in  commitments. 
Construction  is  to  begin  in  1993  and  will  be 
completed  by  the  end  of  1994. 

Cc^nf'erence  Humor 

Third  grader  Sarah  had  Just  attended  a 
special  communications  class.  The  parents 
were  concerned  and  when  Sarah  did  not 
mention  anything,  the  dad  finally  asked, 
"What  did  you  learn?"  Sarah  shrugged  her 
shoulders  and  said,  “It  was  no  big  deal.  Lots 
of  talk.  Two  things  we  did  learn  ...  “Buy  a 
lot  of  condominiums  and  avoid  all  those 
intersections."  (As  told  by  visiting  professor 
Clifford  Melnyte  from  U of  Oregon  who 
lectured  on  “Acid  pump  inhibitors"  at 
Mabel  Smyth  on  August  17) 

* * * 

The  recruits  for  the  Irish  volunteers  were 
lined  up.  The  sergeant  yelled.  “All  Irish  men 
who  are  not  henpecked  take  one  step  for- 
wanl."  Murphy  did  not  move.  “Why?" 
asked  the  sergeant.  “My  wife  says  to  stay." 
replied  Murphy. 

(As  told  by  VP  Coleman  Ryan  who  hails 
from  Ireland) 

Conference  Note.s 

OSTEOPOROSIS  — Lecture  by  VP 
Doris  Bartuska.  professor  of  endocrinology 
from  Medical  College  of  Pennsylvania  on 
August  12,  1991. 

Osteoporosis  is  a type  of  osteopenia. 
Magnitude  of  problem:  a)  30  million  Ameri- 
cans are  at  risk;  b)  1.3  million  fractures  each 
year;  c)  Cost  of  $9  billion/yr;  d)  Incidence: 
greater  than  diabetes,  alcoholism,  etc;  e)  hip 
fractures:  I out  of  3 women;  1 out  of  6 men. 

A.  Systemic  Regulators: 

1.  Calcium  regulators:  parathyroid, 

calcitonin,  1-25  di hydro  D, 

2.  Growth  Hormones: 

a.  somalotropins 

b.  insulin 

c.  thyroxins 

d.  glucocorticoids 

e.  estrogen 

f.  androgen 

g.  prostaglandins 

B.  Bone  Density: 

1 : Ethnic  differences 

2.  Factors  predisposing  women: 

a.  low  estrogen/progestin 

b.  diet  (low  vitamin  D,  Huoride, 
calcium  intake) 

c.  malabsorption  of  calcium 

(Continued  on  page  79)  >■ 
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COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1991 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
cjuality  healthcare. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistentlv  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Susan  M.  Rice 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
Resource  Library 
for  patient 
information 


ROCHE 


MEDICATION 

EDUCATION 


You.  your  mcdiciU  problem 
utd  your  Uwtmeot  with 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 


tfSas.'KW.'B 


1 

port  with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

V, 

• Enhancement  of  compliance 

i i 

• Satisfaction  with  office  visits 

YVmi.  your  fu-obirm 

andviMir  treat  men  i with 


Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


You,  your  medical  pn»biem 
and  vour  treatment  with 
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d.  race  (Orientals,  Caucasians) 
c.  aging 

C.  Early  Signs  of  Osteoporosis: 

1.  Rising  urinary  fasting  calcium/ 
creatinine  ratio 

2.  High  fasting  calcium 

3.  Plasma  progestin:  Less  than 
().5ng/ml 

4.  High  parathyroid  hormone 

5.  Low  plasma  calcitonin  levels 

6.  Marked  loss  of  height 
(Remember  to  check  patient’s 
height) 

D.  How  to  define  patient  at  risk: 

1.  Minimum  workup: 

a.  Serum  Calcium;  alkaline 
phosphatase;  serum  protein 

b.  Electrophoresis 

c.  24-hour  urine  calcium 

2.  Maximum  workup: 

Bone  Mass  Measurements: 

a.  single  photon 

b.  dual  photon 

c.  DEXA 

E.  The  Cycling  Woman 

1 . Dietary  guidelines: 

a.  adequate  Ca  intake 
•Premenopausal  woman: 

1 ,000  mg  Ca  carbnate 
•Postmenopausal  woman: 

1 2 to  1 500  mg  Ca  carbonate 
•Elderly:  Calcium  citrate  or 
Ca  carbonate 

b.  Avoid  excess  fiber,  animal 
protein,  phosphates,  sugar, 

.salt,  caffeine,  alcohol 

2.  Estrogen: 

a.  First  7 years  after  menopau.se 
most  important; 

continue  1 0 to  20  years 

b.  Progestin:  if  uterus  present 

c.  Schedule:  1 to  25  days: 
estrogen; 

last  14  days:  progestin 

d.  Simultaneous  estrogen  with 
proge.stin:  less  bleeding 

e.  Greatest  potential  benefits  to: 
Early  menopause,  small 
stature,  fair  complexion, 
multiparity 

3.  Mortality  Comparisons 

Disease  Deaths/Yr 

Endometrial  Cancer  3,100 
Breast  Cancer  26,800 

Osteoporosis  50,000 

F.  Prevention  Osteoporosis:  Calcium: 

1 ,000  to  1 ,500mg 

Vitamin  D Supplement:  RDA  400  lU 
Weight-bearing  exercises 
Assess  risk  factors 
Remove  aggravating  factors 

G.  Treatment  Osteoporosis: 

1.  Calcitonin:  only  hormone  making 

new  bone  in  1991  (Nasal  spray 
available)* 

2.  Reducing  risk  factors 

(Continued)  >■ 
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SHERATONfWlAKAHMJ 

l^nsc  w anqACountry  Ciiih:^ 


THE  KAMAAINA 

"Whole  In 
One" 


$85 


Room  and  CiOLF  Package 


Now  you  can  play  1 8 holes  of  Oahu's  most 
challenging  golf  (with  a 74  USGA  rating)  at 
Sheraton  Makaha  West  Course.  Then  relax 
and  spend  the  night  in  our  peaceful,  country- 
club  atmosphere.  All  at  a special  little  'Whole 
in  One"  rate. 

Just  $85  per  person,  per  night,  Sundays  thru 
Thursdays.  $95  per  person,  per  night  on 
weekends.  Play  an  additional  round  on  the 
same  day  at  a special  rate  (space  available). 

For  "Whole  in  One"  reservations  call 
Sheraton  Makaha  at  695-9511. 

* Per  person,  per  night.  Based  on  double  occupancy.  For  a limited  time 
only,  subject  to  space  availability.  Single  golfer  rates  also  available.  Rates 
do  not  include  applicable  state  taxes.  Proof  of  Hawaii  residency  required. 


Sheraton  Makaha 

RESORT  & COL  IYTRY  CLEB 
OAHU 

ITT  Sheraton 


J 


THERE  IS  SOMETHING 
YOU  CAN  DO  ABOUT  AIDS 


Aloha  Unibed  W^y 

K brin^  out  the  best  VI  al  d 16. 


Enclosed  is  my  tax  deductible  donation 
to  help  The  AIDS  Foundation  of  Hawaii 

Name 


Life  Foundation 

The  A.l.D.S.  Foundation  of  Hawaii 

924-AlDS 


Address 


Donation  $_ 


MAIL  TO:  LIFE  FOUNDATION 
P.O.  Box  88980,  Honolulu.  HI  %830-8980 
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NEWS  AND  NOTES 

(Continued from  page  79) 


— 

iVlason  Evans 

— 

— 

* Trial  Lavvyers  * 

yoto  am<7l 

— 

— 

— 

■ Professional  Negligence  ■ 

— 

■ Personal  Injury  ■ 

— 

■ Divorce  ■ 

— 

— 

■ Criminal  Defense  ■ 

— 

— 

Appearances  in  all  State  and  Federal  Courts 

— 

— 

244-3923 

— 

— 

Edward  F.  Mason  • Eugene  S.  Evans,  )r. 

— 

— 

2041  Main  Street,  Wailuku,  Maui,  Hawaii 

— 

If  your  patient’s  health  comes  first. 
Where  does  your  business 
health  come? 


For  timely  news  you  can  use... 


BXTSIMKSS 


livery  Monday  since  Man  li  IH.  I96d 




Pacific  Business  News 
P.O.  Box  833 
Honolulu,  Hawaii  96808 


Bill 

J Company 
U Me 


Card  No. 


Exp.  Date  . 


Signature  (required  for  charge  order) 

Name 

Title 


Charge  to  my 

J Mastercard  iJ  Payment 
j Visa  Enclosed 

U Discover  Card 

J 1 Year  $43 
□ 3 Years  $95 

(Within  Hawaii  Only) 


Company  Name  . 


Type  of  Business . 

Address 

City 

Zip 


State  _ 
Phone 


First  Class  & Foreign 
rates  on  request. 

(808)  521-0021 


3.  Vitamin  D 400  lU 

4.  Estrogen/progeslin 

5.  Calcium 

6.  Fluoride:  Sodium  nuoride  is  not 
FDA  approved  for  PMO;  GI 
problems  in  25% 

7.  Anabolic  steroids 

8.  Parathyroid  hormone 

9.  ARFR  (Coherence  therapy) 

10.  Oral  bisphosphonatc  (Etidronate) 
400  mg:  2 wks  on  and  stop  1 3 wks 
(4  time.s/yr) 

*Calcitonin:  (human  vs  salmon)  50  lU  3 
times  a week  — reverses  bone  loss 
H.  Other  Causes  of  Osteoporosis: 

1 . Drugs: 

a.  cortisone-like  steroids 

b.  antacids 

c.  some  diuretics  (HTZ  and  Lasix 
are  used  to  treat  hypercalcemia) 

d.  Seizure  meds 
c.  Thyroid 

2.  Endocrine  Disorders: 

a.  Estrogen  dcUciency; 
testosterone  deficiency 

b.  Cushings 

c.  Hyperthyroidism 

d.  Hyperparathyroidism 
c.  Diabetes 

3.  Genetic  Syndromes 

4.  Nutritional  Deficiency 

5.  Certain  cancers 

6.  Immobilization  and  weightlessness 
(eg  astronauts  have  massive 
calcium  diuresis) 

7.  Nutrition  in  children: 

Sodas  loaded  with  phosphates  and 
no  milk  diet 

8.  Others: 

a.  Marathon  women:  amenorrhea 

b.  Amenorrhea  secondary  to 
anorexia  nervosa 

Incidental  Intelligence 

James  Thurber’s  classic  definition  of 
humor-parodying  William  Wadsworth: 
“Humor  is  emotional  chaos  remembered  in 
tranquility.” 

Miscellany 

T The  judge  asked  the  defendant,  “Why 
did  you  park  your  car  where  you  did?” 
“There  was  a sign  that  said,  ‘Fine  for  park- 
ing,’ sir.” 

▼ Mrs  S took  her  teenage  daughter  to 
the  clinic  for  an  examination.  “Has  she  ever 
had  intercour.se?”  asked  the  doctor.  “1  don’t 
know  what  that  is,  but  give  her  some  any- 
way ...  Welfare  is  paying  for  it.” 

T The  doctor  had  to  leave  the  office  on 
an  emergency.  He  told  his  new  receptionist, 
“If  the  next  patient  comes,  tell  him  I’ll  be 
right  back.”  Receptionist:  “What  if  he 
doesn’t  show  up,  what  shall  I say?” 

(Anonymous) 
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You  shouldn't  have  to  play  a waiting 
game  with  your  bank.  And  you  don't,  at 
American  Savings  Ba?ik. 

When  we  say  that 
medical  practices  can 
count  on  us  for  timely 
financing,  count  on  it.  Be- 
cause we  know  that  for 
small  and  midsize  busi- 
nesses, sooner  isn't  just  bet- 
ter, it's  critical. 

When  we  say  that  you 
can  expect  pei'sonalized  attention  from 
our  corporate  banking  people,  e.xpect  it. 
So  you  can  focus  your  attention  on  your 
givwing  practice. 


When  we  say  that  you  can  turn 
to  us  for  competitive  rates,  we're  not 
just  turning  a phrase. 
You'll  also  find  that  we 
can  be  more  creative, 
more  flexible.  So  you  can 
respond  to  opportunities 
more  cpiickly. 

Let  us  help  you  take 
your  business  in  the  right 
direction.  Call  our  Cor- 
porate Banking  Depart- 
ment at  539-7242. 

American  Savings  Bank,  your  small 
business  expens. 


American  Savings  Bankas 

An  |HEl|  Company 


EQUAL  HOUSING 
OPPORTUNITY 
LENDER 


MEMBER  FDIC 


CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  call  Association  Office  at  536-7702.  NON-MEMBERS,  please 
call  Leilani  at  521-0021.  4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


EMPLOYMENT  OPPORTUNITY 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S.  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in 
a Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


Looking  for  confident  FP  or  GP  who  loves 
Kihei!  Present  physician  has  many  years  of 
experience  and  is  willing  to  share  them  with  an 
interested  candidate  willing  to  learn.  Possibility 
of  becoming  part  of  the  practice.  Office  is 
approximately  1,500  sq.  ft.  and  has  newly 
installed  computer  equipment.  Complete  clinic 
includes  one  x-ray  tech,  2 medical  assistants 
and  a business  manager.  Office  hours  are  8 
a.m.  to  6 p.m.,  Monday  through  Friday,  8 a.m. 
to  5 p.m.,  Saturday,  and  9 a.m.  to  1 p.m.,  Sun- 
day and  holidays.  Call  Susie  at  879-7447  or 
879-1440. 


OB/GYN  needed  for  a multi-specialty  clinic. 
Contact:  Central  Medical  Clinic,  George  Shoji- 
naga,  321  N.  Kuakini  Street,  Suite  201,  Hono- 
lulu, Hawaii  96817,  (808)  523-8611. 


Primary  care  physicians  needed  on  board  the 
USS  Constitution  and  Independence.  Minimum 
1 week  cruise.  Call  Acute  Care  Medical  Ser- 
vices, 262-4181. 


Opening  for  Internal  Medicine/Family  Medi- 
cine/Primary Care  available.  Call  262-6403. 


OFFICE  SPACE 


ALA  MOANA  BUILDING  — 680  sq.  ft.  - two 
consullation  rooms,  two  exam  rooms.  Take 
over  lease.  Call  946-8396. 


AINA  HAINA  PROFESSIONAL  BUILDING 
— 1064.5  sq.  ft.  office  with  spacious  waiting 
room,  central  reception  area  and  3 exam 
rooms.  Includes  2 parking  stalls  with  ample 
patient  parking  in  the  shopping  center  area. 
Call  Carolyn  Darrow,  373-9844. 


Physicians  office  space  available  in  Saint 
Francis  Medical  Center-West  Medical  Plaza. 
Second  floor  suite.  Contact  Patrick  Norman 
MD  at  676-7600. 


SERVICES 

CHINESE  ACUPUNCTURE  CLINIC 

Exp.  acupuncturist.  HI  lie.  Wants  referrals.  Car 
acc.,  low  back,  work  comp,  stop  smoking,  lose  wt. 

1155  Maunakea  St.  533-2498  LeAnne  Chee 

LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice  avail- 
able. Please  contact  Acute  Care  Medical 
Services.  262-4181. 


SERVICES 


Available  for  Locum  Tenens  is  a caring 
board-certified  long-time  resident  physician. 
Available  days  or  weeks.  Call  Mary  Glover 
MD  668-7337. 


REAL  ESTATE 


MANOA 

Best  street.  4 bd.,  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646. 


FOR  SALE 


OB/GYN  practice  for  sale.  Aiea.  Call  737- 
3659. 


GOLF  CLUBS  — Great  starter  set.  Men’s  3- 
PW  - Tour  Model  II.  Perimeter  weighted  and 
cavity  back.  $125  or  best  offer.  Call  Jan  - 
536-7702. 


EXAM  TABLE  — Heavy  duty,  oak  finish  with 
brown  naugahyde,  head  lifts  up,  stirrups  and 
set-up  tray.  Best  offer  — must  see.  Call  Lois 
538-7044. 


BENNET  X-RAY,  KONICA  PROCESSOR. 
Six  years  old.  Excellent  for  spine  and  extrem- 
ity work  — table  does  not  tilt.  Overhead 
mount.  Offer.  942-3533. 


WAIPAHU  established  general  practice  for 
sale.  Terms  negotiable.  Call  671-3931. 


DOWNTOWN  BISHOP  STREET  — Fully 
equipped  Dermatology  office  for  sale  by 
arrangement.  Call  528-1717. 


^ Joint  East  and  West  ^ 
Hawaii  County 
Medical  Societies  Meeting 

March  28-29,  1992 
Kona  Surf  Hotel 
Scientific  Session 
Diabetes  Mellitus 

Call  Lloyd  Minaai  MD  at  969- 
1141  for  details  and  for  Kona 
Surf  Resort  registration  form; 
rooms  from  $55-$70/night. 

4-6  CME  credits  offered.  i 


Maka  0 Ka  Kauka 


Russell  T.  Stodd  MD 


The  pretenders  are  coming!  The  pre- 
tenders are  coming! 

The  nurses  of  Hawaii  think  that  they 
should  be  allowed  to  prescribe  drugs. 
The  psychologists  want  hospital  and 
prescription  privileges.  The  naturopaths 
want  to  perform  surgery,  and  now  the 
optometrists  want  to  have  therapeutic 
prescription  privileges.  Senator  Mazie 
Hirono  (attorney  at  law)  has  introduced 
legislation  on  behalf  of  the  optom- 
etrists. This  brings  up  the  question  — 
W/;v  bother  with  medical  school? 

There  is  no  sin  except  stupidity. 

“If  this  type  of  thinking  were  to  pre- 
vail, the  status  quo  would  be  frozen  and 
research  and  development  would 
become  a thing  of  the  past.  That  is  not 
the  American  way.  This  court  simply 
cannot  understand  why  HCFA  wants  to 
stifle  the  kind  of  program  that  will  keep 
this  nation  as  the  leading  proponent  of 
private  sector  innovation.”  Judge  Stan- 
ley Sporkin  in  supporting  the  ASCRS 
suit  challenging  HCFA's  refusal  to  fund 
investigational  lOLs. 

Concerning  the  difference  between 
man  and  the  jackass:  Some  observers 
hold  that  there  isn’t  any.  But  this 
wrongs  the  Jackass. 

Meanwhile,  back  at  the  PPO  draw- 
ing board,  the  Alternative  Cataract 
Surgery  Payment  Demonstration  is  not 
meeting  the  timetable.  Originally 
scheduled  to  begin  January  1,  the  plan 
has  been  frustrated  by  the  withdrawal 
of  the  Albany/Troy  portion  (lack  of 
interest),  and  by  a paucity  of  applicants 
in  Dallas  and  Cleveland.  HCFA  has  had 
only  6 applications  from  Cleveland, 
and  9 from  Dallas/Ft  Worth.  Addition- 
ally, the  American  Society  of  Anesthe- 
siologists has  joined  the  AAO  and  the 
Cleveland  Ophthalmological  Society 
lawsuit  to  halt  the  project,  making  it 
more  difficult  for  HCFA’s  legal  staff. 

Aloha,  and  keep  the  faith. 

rts 
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Wristwatch  Pager 


Sensar 
Digital  Pager 


BPR  2000  Digital  Pager 


Diamond  Tel  95 
Transportable 
Cellular  Phone 


Bravo  ' 
Tone  Pager 


Diamond  Tel  99X  Compact  Cellular  Phone 
Actual  Size:  6.3"x 2.2 "x . 93 " 


DianKNidTel 
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Hit  The  Road,  Jack. 


You  don't  have  to  be  out  of  touch  no  more  no  more  no  more. 

Because  GTE  Hawaiian  Tel  has  an  exceptional  line  of  cellular  phones  and  pagers  that  are  made 
on  the  go. 

GTE  Hawaiian  Tel  offers  solid  warranties  backed  by  a comprehensive  service  network. 

What's  more,  you  can  take  advantage  of  our  lease  options  and  flexible  rate  plans. 

Our  cellular  service  features  the  combined  expertise  of  GTE  Hawaiian 
Tel  and  GTE  Mobilnet,  providing  you  with  the  best  in  statewide  and 
national  cellular  services. 

So  before  you  go  anywhere  else,  call  GTE  Hawaiian  Tel  at  643-4744. 

And  get  the  show  on  the  road. 


for  people 


nrra  Hawaiian  Tel 

Beyond  the  call 


♦ 


The  Smartest  Thing  You  Can  Do  With 
Your  Money  May  Be  To  Give  It  Away 


Yes,  It’s  possible  to  do  well  by  doing  good. 

In  fact,  it’s  a very  savvy  idea  when  you  face 
that  last  great  barrier  to  retirement: 
a mountain  of  capital  gains  taxes  on 
the  sale  of  your  home,  business  or 
investments. 

Because  putting  your  a,ssets  in  a 
Charitable  Remainder  Trust  saves 
you  not  only  aU  those  capital  gains  taxes,  but 
substantial  income  taxes  as  well.  It  could  boost 
your  investment  income  dramatically.  And, 
after  your  death,  it  steers  your  estate  to  the 


charity  of  your  choice— not  to  the  taxman. 
Through  the  Charitable  Remainder  Trust, 
you  may  even  be  able  to  pass  a similar 
amount  to  your  heirs,  tax  free. 

If  you  have  more  than  $300,000 
in  assets,  we  invite  you  to  call  our 
Trust  Services  people  in  Honolulu  at 
525-7134.  Or  call  collect  from  the 
neighbor  islands. 

Because  while  it  may  be  more  blessed  to 
give  than  to  receive,  it’s  even  better  to  do  both. 

. First  Hawaiian  Bank 

The  Answer  is  Yes. 


Asset 
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n 1992,  MIEC’s  $18-million  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


Uhe  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 

■ Financial  strength,  which  adds  more 
than  $1 5-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


iSi'-ii’  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  undei’writing  and 
investments. 


IflJlEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411 /Toll-free  (800)  227-4527/ Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 
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Highlights  of  the  HMA  Council  Meeting  of  March  3,  1992 


The  HMA  Council  met  on  3 March  1992.  The  highlights 
of  its  action  follow.  Those  present  were;  S Wallach,  J 
Chang,  A Don,  J Spangler,  J McDonnell,  C Kam,  R Stodd,  F 
Holschuh,  L Sakai,  R Lee-Ching,  M Cheng,  L Magnussen,  P 
DeMare,  R Adaniya,  P Blanchette,  R Embry,  R Kimura, 
HKW  Chinn,  M Shirasu,  W Young,  C Kadooka,  R Goodale, 
J Betwee,  H Percy,  T Smith,  G Goto,  J Lumeng,  WWY 
Chang  and  A Kunimoto.  Also  present  were:  Mrs  S 
Magnussen-Aux;  F Reppun-Editor,  HMJ;  V Woo-Legal 
Counsel;  B Fong-Med  Director,  Aetna-Medicare;  and  G 
Starbuck-Chair,  HMA  Bodybuilding  Committee.  HMA  staff 
present  were;  J Won,  N Jones,  B Kendro,  J Asato,  J Estioko, 
L Tong,  P Kawamoto,  K Hamada,  and  M Lindsey-recording 
secretary. 

The  Council  approved  assisting  and  developing  a survey 
in  conjunction  with  Straub  Clinic  to  study  Hawaii  preventive 
services  by  primary  care  physicians  in  comparison  to  the 
Guide  To  Clinical  Preventive  Services  prepared  by  the  U.S. 
Preventive  Services  Task  Force. 

The  Council  opposes  legislative  Bill  HB  2814,  HD2 
Relating  to  the  Regulation  of  Nursing,  for  the  following 
reasons; 

1.  The  bill  jeopardizes  patient  safety; 

2.  under  the  proposed  definition  of  “collaboration”,  nurs- 
es agree  the  input  of  the  physician  is  advisory  only  and  they 
do  not  have  to  follow  the  physician’s  recommendations; 

3.  most  states  which  allow  prescriptive  authority  to  nurses 
in  advanced  practice  do  so  in  a dependent  relationship  with 
the  physician; 

4.  it  proposes  to  limit  practice  to  an  institutional  setting 
which  will  include  hospitals,  health  centers,  physician 
offices  and  group  practices,  all  employee  health  clinics  and 
only  in  “collaboration”  with  a physician; 

5.  in  addition,  both  the  Drug  Enforcement  Agency  (DEA) 


and  the  Department  of  Health  (DoH)  have  stated  their  oppo- 
sition to  this  Bill. 

Approval  was  given  by  Council  for  a promotional  mailing 
to  HMA  members  by  Conomikes  Medicare  HoUine  regard- 
ing the  latest  update  on  Medicare  regulations  as  well  as 
“how  to  deal”  with  breadbasket  issues. 

The  Publications  Committee  recommendation  to  increase 
the  Journal  subscription  rate  to  $18  for  members  and  $25  for 
nonmembers  was  referred  to  the  next  Finance  Committee 
1993  budget  session.  A resolution  will  be  submitted  to  the 
1992  House  of  Delegates. 

The  HMA  approved  a brochure  by  the  DoH  regarding  the 
risks  of  Anabolic  Steroids  to  be  distributed  to  the  general  pub- 
lic. 

HMA  will  co-sponsor  the  “Friends,  Fitness  and  Fun  Fair” 
sponsored  by  the  Friends  of  the  Medical  School  and  John  A 
Bums  School  of  Medicine  by  typesetting  and  providing  cam- 
era-ready artwork  for  its  flyers. 

The  recent  malpractice  workshops  by  MIEC,  sponsored 
by  HMA,  received  overwhelming  turnouts  in  Oahu  as  well 
as  on  the  Neighbor  Islands. 

HMA  members  will  receive  easy-to-read  posters  of 
Medicare  Codes  to  assist  office  billings. 

SMS  Research  recently  conducted  a smoking  survey 
statewide  which  was  supported  by  HMA.  It  showed  there  is 
increased  support  for  restrictions  on  smoking  and  protection 
for  nonsmokers. 

HMA  and  Aloha  Medical  Mission  are  actively  recruiting 
volunteer  physicians  to  provide  needed  medical  care  to  the 
Mainland  Community  for  homeless  families.  To  volunteer, 
please  call  Jan  Estioko  at  HMA,  536-7702  or  Aloha  Medical 
Mission  at  536-1588. 

Andrew  Don  MD 
Secretary 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  control 
Single-agent  efficacy 
Well  tolerated' 

No  adverse  effects  on  total 
cholesterol,  plasma  glucose 
levels,  renal  fur^i^i^^& 


180  mg 


•The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daiiy.  Dose  titration  wiil  be  required  in  some  patients  to 
achieve  biood  pressure  controi.  A iower  initiai  starting  dosage 
of  120  mg/dav  may  be  warranted  in  some  patients  (eg,  the 
eiderly,  patients  of  smaii  stature).  Dosages  above  240  mg  daiiy 
shouid  be  administered  in  divided  doses.  Caian  SR  shouid  be 
administered  with  food. 

t Constipation,  which  is  easiiy  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  calan  SR. 

t Verapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutier/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings;  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  UjL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V,  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions;  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
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References:  1.  Data  on  file,  Searle.  2.  Edmonds  D,  Wurth  JP,  Baumgart  P,  et  al. 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy,  in:  Fleckenstein  A,  Laragh  SH,  eds.  Hypertension— the  Next  Decade: 
Verapamil  In  Focus.  New  York,  NY:  Churchill  Livingstone:  1987:94-100.  3.  Midtba 
KA.  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic 
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in  essential  hypertension.  Fur  jam  Pharmacol.  I990:39(suppl  1):S41-S43. 
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monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering  agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions;  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0,6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence. 
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Ciguatera,  once  again 

Ciguatera,  a form  of  ichthyosarcotoxism,  a term  originating  in 
the  West  Indies,  is  the  name  of  a disease  caused  by  the  ingestion 
of  Ciguatoxin;  it  is  a poisoning  of  humans  who  eat  certain  fish. 
To  call  the  disease  Ciguatera  fish  poisoning  is  redundant. 

Ciguatera  has  swum  into  the  pages  of  the  Journal  on 
numerous  occasions  in  the  past:  by  Helfrich  P in  1963,  Bagnis 
R in  1968,  Sorokin  M in  1975,  Anderson,  Sims  and  Wiebenga 
in  1983  and  in  an  editorial  in  1988  that  referred  to  the  research 
by  Dr  Tilman  Ruff  of  Australia  on  the  marked  rise  in  its  inci- 
dence in  the  Pacific  Ocean  areas  the  result  of  the  French  nucle- 
ar weapons  testing  in  Moruroa  in  the  Tuamoto  archipelago. 

The  entity  has  generated  attention  from  the  news  media  of 
late  as  a consequence  of  an  increase  in  the  number  of  cases 
occurring  in  the  Islands.  In  particular,  Paul  Effler  MD, 
Preventive  Medicine  Resident  with  the  State  Department  of 
Health,  writing  in  the  Communicable  Disease  Report  of 
February/  March  1991,  reported  35  cases  of  Ciguatera  within 


a 2-week  period  in  February. 

In  this  issue  of  the  Journal,  we  publish  a rather  comprehen- 
sive review  of  Ciguatera  that  was  submitted  to  us  quite  some 
time  ago  (we  apologize  for  the  long  lead  time)  by  James  H 
Gollop  MD  MPH  and  by  Eugene  Pon  MD  MPH,  Chief  of  the 
Epidemiology  Branch. 

In  view  of  the  DoH  report  that  14  of  the  35  recent  cases 
had  to  be  hospitalized  and  1 1 of  those  to  intensive  care  units, 
it  warrants  publishing  an  article  on  the  subject  once  again,  to 
alert  practicing  physicians  to  the  seriousness  of  this  toxicity. 

We  endorse  the  publicity  in  the  news  media  that  alerts  the 
eaters  of  Po‘ou,  Ulua,  Papio,  Palani  and  other  littoral  fishes,  to 
be  constantly  aware  and  knowledgeable  about  the  dangers  of 
Ciguatera. 

J I Frederick  Reppun  MD 
Editor 
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. . . every  once  in  awhile 


Ciguatera:  A review 

James  H Gollop  MD  MPH* * 

Eugene  W Pon  MD  MPH** 


Hawaii  State  Department  of  Health  epidemiological 
records  were  reviewed  for  cases  of  ciguatera  poisoning  for 
the  entire  state,  from  January  1984  through  December  1988. 
During  the  5 year  interval,  the  numbers  of  ciguatera  poison- 
ing incidents,  number  of  cases,  and  date  of  onset  were  record- 
ed, as  well  as  age  and  sex  of  individuals  involved.  The  place 
of  catch  of  each  fish  was  noted  as  well  as  whether  or  not  the 
fish  was  obtained  commercially.  The  parts  of  the  fish  con- 
sumed were  also  recorded. 

A total  of  150  ciguatera  incidents  occurred  during  this 
period,  involving  462  individuals  for  an  average  annual  inci- 
dence rate  of  8.71100,000  population.  The  3 most  frequently 
implicated  species  of  fish  were  the  Carangoides  species  (jack 
or  papio  or  ulua),  Ctenochaetus  strigosus  (surgeon  fish  or 
hole),  and  Aphareus  furcatus  (fork-tailed  snapper  or  waha 
nui);  however,  more  than  50  species  of  fish  had  caused  one  or 
more  outbreaks.  The  most  frequently  implicated  areas  of  the 
toxic  fish  were  the  Kona  coast  as  well  as  the  South  Point  of 
the  island  of  Hawaii,  and  the  Napali  coast  of  the  island  of 
Kauai.  Of  the  150  outbreaks,  32  (21%)  were  related  to  com- 
mercial fish.  The  rest  were  related  to  sporfishing. 

Introduction  and  history 

Ciguatera  fish  poisoning  is  a disease  which  results  from  the 
ingestion  of  reef  fish.  For  many  years  it  was  primarily  a con- 
cern of  those  residing  in  the  tropics  or  subtropics.  However,  it 
is  becoming  increasingly  significant  for  fish-eaters  in  temper- 
ate areas  of  the  world  as  well,  as  fish  has  become  more  popu- 
lar and  quick  air  delivery  of  fresh  fish  is  a reality'  Ciguatera 
fish  poisoning  is  generally  thought  to  be  caused  by  a polyether 
toxin,  usually  ciguatoxin  (CTX).  It  is  likely  however,  that  the 
symptom  complex  we  describe  as  ciguatera,  may  actually  be  a 
result  of  the  consumption  of  other  polyether  toxins,  such  as 
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palytoxin,  scaritoxin,  maitotoxin  and  other  as  of  yet  unidenti- 
fied toxins^ 

Ciguatera  is  not  a new  disease.  The  term  was  coined  during 
the  18th  century,  when  it  was  noted  that  a symptom  complex 
would  sometimes  develop  following  the  ingestion  of  a marine 
snail.  Turbo  pica,  also  commonly  known  as  “cigua”'^  There 
were  reports  of  illness  due  to  the  consumption  of  fish  noted  by 
the  Egyptians  during  ancient  times'^  There  is  also  evidence  to 
suggest  that  there  were  cases  of  ciguatera  poisoning  during  the 
voyages  of  Captain  Bligh  and  Captain  James  Cook'*”. 

The  illness  has  been  extending  to  new  areas  however,  partly 
due  to  modem  transportation,  that  allows  fresh  fish  to  be  sold 
in  inland  areas,  and  also  because  of  ecological  changes  that 
may  be  contributing  to  ciguatera  endemicity  in  certain  areas  of 
the  Pacific.  The  mechanism  of  these  ecological  changes  is  not 
well  elucidated  at  this  point,  but  it  has  been  frequenUy  noted 
that  cigualoxic  fish  will  often  increase,  or  suddenly  appear  in 
previously  unaffected  areas,  following  an  upset  in  the  benthic 
environment,  as  may  occur  during  coastal  construction  projects 
or  dredging,  or  underwater  nuclear  bomb  testing'’-'*. 

The  primary  endemic  areas,  however,  are  still  the  tropical 
and  subtropical  coastal  regions  of  the  world,  particularly  in 
the  South  Pacific  islands  and  the  Caribbean' In  the  United 
States,  most  cases  occur  in  Hawaii  and  in  Southeastern 
Florida,  although  cases  have  been  reported  from  Texas, 
California  and  occasionally  the  inland  states  as  the  result  of 
importing  fish  from  endemic  areas' 

Pathogenesis 

It  has  been  determined  that  ciguatoxin  is  produced  by  a 
photosynthetic  benthic  dinoflagellate  Gambierdiscus  toxicus, 
which  lives  in  the  coral  reef  environment*.  Herbivorous  fish 
consume  the  organism  in  algae  that  contain  the  toxin  and  con- 
centrate the  CTX  in  their  internal  organs  and  flesh.  These  fish 
may  then  be  consumed  by  larger  carnivorous  fish,  which  in 
turn  concentrate  the  toxin  to  a greater  extent.  Thus,  the  toxin 
passes  up  the  food  chain  to  the  human  consumer.  The  pres- 
ence of  toxic  fish  tends  to  be  sporadic  and  unpredictable,  mak- 
ing it  impossible  without  the  use  of  scientific  testing  to  deter- 
mine whether  or  not  a fish  caught  from  a specific  area,  at  a 
specific  time,  may  be  safe  to  eat. 

Individual  susceptibility  to  the  toxin  varies  considerably.  A 
given  amount  of  fish,  when  consumed  by  one  person  may 
cause  illness,  whereas  another  person  may  remain  well.  It  has 
been  demonstrated  that  susceptibility  to  the  toxin  may 
increase  after  a previous  exposure,  and  people  who  have  suf- 
fered from  ciguatera  in  the  past  may  actually  become  more 
susceptible  to  the  disease’-'".  Even  in  the  absence  of  symptoms 

(Continued)  > 
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at  first  exposure,  those  with  frequent  intake  of  ciguatoxic  fish 
are  more  likely  to  become  ill.  This  may  be  a matter  of  accu- 
mulation of  CTX  in  the  host,  or  possibly  an  immunologic 
reaction. 

It  is  interesting  to  note  that  individuals  suffering  from 
ciguatera  will  often  have  symptoms  after  eating  any  seafood, 
and  often  nuts,  nut  oils  and  alcoholic  beverages  as  well.  The 
mechanism  behind  this  phenomenon  is  as  yet  unknown,  but  it 
is  recommended  that  individuals  suffering  from  ciguatera  fol- 
low a diet  avoiding  such  products". 

The  toxin  involved  in  ciguatera  is  odorless  and  tasteless. 
There  is  no  ordinary  means  of  detecting  the  presence  of  the 
toxin  other  than  by  scientific  testing.  The  toxin  is  heat-stable, 
and  is  not  destroyed  by  boiling,  steaming,  baking,  smoking, 
salting,  pickling  or  freezing'^'^•'^ 

The  mechanism  whereby  the  polyether  toxins  affect  a 
human  has  not  yet  been  elucidated.  Originally  it  was  thought 
to  exert  its  effect  by  an  anticholinesterase  activity,  but  later  it 
was  found  to  have  a more  complex  mechanism  of  action 
which  has  yet  to  be  determined^\ 

Clinical  manifestations 
The  toxin  primarily  affects  the  gastrointestinal  tract  and  the 
nervous  system.  Within  about  4 to  10  hours  after  ingestion  of  a 
toxic  fish,  the  individual  typically  develops  gastrointestinal 
symptoms:  Nausea,  vomiting,  diarrhea  and  abdominal  cramps, 
often  associated  with  a feeling  of  profound  weakness  and  dys- 
phoria. Muscle  aches,  joint  pains,  diaphoresis  and  chills  may  be 
present  at  this  time  as  well.  The  gastrointestinal  symptoms 


resolve  after  the  first  12  hours  of  the  illness'“  '^"  '”“'^'. 

Typically  it  is  the  neurologic  symptoms  that  cause  the  pro- 
longed discomfort  in  the  disease.  These  neurologic  symptoms 
generally  begin  at  about  the  time  the  gastrointestinal  com- 
plaints are  resolving,  and  consist  of  dysesthesias  and  paresthe- 
sias particularly  involving  the  perioral  region  and  the  distal 
extremities.  Classically,  one  may  experience  the  “temperature 
reversal  phenomenon”  whereas  cold  objects  give  a warm  sen- 
sation and  touching  warm  objects  results  in  a cold  sensation. 
Often  on  drinking  cold  beverages,  the  person  will  describe  a 
feeling  of  tingling  of  the  tongue;  cold  beverages  may  feel  hot, 
and  vice-versa.  The  feeling  of  paresthesias  is  usually  quite  dis- 
tressing; it  may  be  described  by  some  as  a painful  burning 
sensation.  Pruritus  typically  develops  as  well,  about  one  day 
after  the  onset  of  the  initial  gastrointestinal  complaints. 
Symptoms  usually  last  about  one  week,  although  may  persist 
for  months  and  be  exacerbated  by  the  consumption  of  other 
food  products,  as  described  above. 

Ciguatera  is  generally  a self-limiting  disease,  but  death 
may  occur  as  a result  of  cardiac  dysrhythmias,  hypotension, 
shock  or  cerebral  edema.  The  case-fatality  rate  varies  from 
0.1%  to  1%,  depending  on  the  geographic  location^"  '^". 

Treatment 

There  is  no  specific  treaunent  nor  antidote  for  ciguatera. 
Treatment  is  generally  symptomatic  and  consists  of  the 
administration  of  analgesics  and  specific  drugs  to  treat  the 
complications  described  above,  should  they  develop. 

Mannitol,  a commonly  used  diuretic,  has  been  shown  to 
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FIGURE  1: 

ANNUAL  INCIDENCE  OF  CIGUATERA 
STATE  OF  HAWAII,  1975  - 1988 
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FIGURE  2: 

CIGUATERA  INCIDENTS 
ISLAND  OF  HAWAII,  1984  - 1988 
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reduce  remarkably  the  intensity  and  duration  of  symptoms  of 
ciguatera  in  a number  of  patients^.  As  of  yet,  formal  clinical 
trials  using  the  drug  have  not  been  done;  the  mechanism  of 
action  of  mannitol  is  unknown.  It  may  be  consequent  to  diure- 
sis with  subsequent  rehydration  that  flushes  out  the  ciguatox- 
in.  It  may  be  a matter  of  the  effects  of  mannitol  on  the  sodium 
and  potassium  channels  in  the  cell  membrane.  Less  likely  is 
the  possibility  of  some  type  of  direct  chemical  detoxification 
by  the  action  of  mannitol. 

It  is  also  recommended  that  the  patient  suffering  from 
ciguatera  be  placed  on  a “ciguatera  diet”  which  involves 
avoidance  of  all  seafood  (even  including  those  which  are  not 
usually  contaminated  with  ciguatoxin,  such  as  shellfish),  as 
well  as  nuts,  nut  oils,  sesame  oil  and  alcoholic  beverages  until 
symptoms  have  completely  subsided,  in  order  to  prevent  the 
worsening  or  prolonging  of  symptoms". 

Epidemiology 

Epidemiological  studies  have  been  carried  out  in  the  South 
Pacific  and  Caribbean  ocean  areas  in  order  to  determine  the 
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TABLE  1: 

ANNUAL  INCIDENCE  OF  CIGUATERA 
PER  100,000  POPULATION 
BY  ISLAND  AND  YEAR:  1984  - 1988 


ANNUAL  INCIDENCE 


YEAR 

POPULATION 

NO.  CASES 

PER  100,000  POPULATION 

OAHU 

1984 

802,351 

38 

4.7 

1985 

812,784 

29 

3.6 

1986 

818,487 

13 

1.6 

1987 

830,597 

40 

4.8 

1988 

838,194  est. 

27 

3.2 

KAUAI 

1984 

44,167 

17 

38.5 

1985 

44,679 

47 

105.0 

1986 

46,440 

8 

17.2 

1987 

47,600 

12 

25.2 

1988 

47,700  est. 

6 

12.5 

MAUI 

1984 

74,750 

5 

6.7 

1985 

76,462 

5 

6.5 

1986 

78,790 

0 

0 

1987 

81,100 

11 

13.6 

1988 

90,300  est. 

10 

11.1 

HAWAII 

1984 

107,169 

26 

25.2 

1985 

108,910 

33 

30.3 

1986 

112,039 

53 

47.3 

1987 

114,434 

43 

37.6 

1988 

115,200  est. 

39 

33.9 

STATE 

1984 

1,037,206 

86 

8.3 

1985 

1,051,481 

114 

10.8 

1986 

1,064,732 

74 

7.0 

1987 

1,082,500 

106 

9.8 

1988 

1,091,394  est. 

83 

7.5 

TOTAL  462 

AVERAGE  8.7 

incidence  in  these  endemic  areas.  Annual  incidence  rates  var- 
ied during  the  interval  1979  to  1983  from  one  case  per 
100,000  people  in  the  Solomon  Islands  to  1,338  per  100,000 
people  in  Tokelau'’.  Other  high  incidence  areas  with  rates  cal- 
culated for  the  same  interval  were:  French  Polynesia  with  585 
cases  per  100,000;  Kiribati,  with  462  cases  per  100,000;  and 
Tuvalu,  484  cases  per  100,000”.  During  the  years  1982  to 
1987  the  Marshall  Islands  had  234.9  cases  per  1000  popula- 
tion'*. A study  from  St.  Thomas,  U.S.  Virgin  Islands,  revealed 
an  incidence  rate  of  36.5  cases  per  1,000  population  in  5 
years’. 

In  the  Virgin  Islands,  the  most  commonly  implicated  species 
of  fish  was  the  Caranx  ruber  (Carrang).  In  the  South  Pacific,  in 
addition  to  the  Carangidae  (Jacks),  Lycodontis  javanicus 
(Moray  eel)  and  Lutjanidae  (snappers)  were  also  highly  suspect 
as  the  source  of  ciguatera^.  In  Fiji,  the  most  commonly  impli- 
cated species  was  Sphyraena  barracuda  (Barracuda)^\ 

A previous  epidemiologic  investigation  of  ciguatera  in  the 

(Continued)  > 
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FIGURES: 

CIGUATERA  INCIDENTS 
ISLAND  OF  OAHU,  1984  - 1988 


1984  1985  1986  1987  1988 

■ incidents  M number  of  cases 
SOURCE:  HAWAII  STATE  DEPARTMENT  OF  HEALTH 


Hawaiian  Islands  from  1975  to  1981  revealed  an  average  inci- 
dence rate  of  1.3/100,000  population.  Again,  the  Carangoides 
species  (Jacks  or  Ulua  and  Papio)  was  the  most  frequently 
implicated,  followed  by  Seriola  dumerilii  (Amberjack  or 
Kahala),  and  Cheilinus  rhodochrous  (Wrasse  or  Po’ou).  Other 
implicated  fish  included  the  Mulloidichtys  samoensis  (Goat- 
fish  or  Weke),  Scaridae  species  (Parrotfish  or  Uhu),  Mugil 
cephalus  (Mullet  or  Amaama),  Epinephelus  guernus  (Grouper 
or  Hapuupuu)  and  Acanthurus  dussumieri  (Surgeonfish  or 
Palani)”. 

The  Hawaii  State  Department  of  Health  (DoH)  investigates 
each  suspected  case  of  ciguatera  that  is  reported.  Every  ciguat- 
era investigation  involves  an  environmental,  epidemiological 
and  laboratory  examination.  The  epidemiological  investiga- 
tion consists  of  determining  the  basic  demographics  of  the 
cases:  The  timing  and  location  of  the  outbreak;  determining 
the  parts  of  the  fish  eaten;  the  extent  of  symptoms;  whether 
hospitalized;  the  number  of  work  days  missed  and  the  dura- 
tion of  illness.  This  information  is  usually  obtained  by  inter- 
viewing the  patients  and  often  their  physicians  as  well. 

The  laboratory  investigation  includes  the  collection  of  any 
leftover  fish  samples  and  testing  them  with  an  ELISA  test  to 
determine  semi-quantitatively  the  amount  of  polyether  toxin 
present  in  the  fish.  This  is  done  by  a stick-test  developed  at 
the  University  of  Hawaii^. 

The  environmental  investigation  involves  determining  the 
place  where  the  fish  was  caught  or  purchased;  often  means 
making  a site-visit  to  the  market  or  restaurant  where  the  fish 
was  obtained.  Companion  samples  of  fish  from  the  same  catch 
may  also  have  to  be  tested.  The  merchant  is  advised  not  to  sell 
any  fish  of  the  same  species  from  the  same  catch,  nor  remain- 
ing parts  of  the  same  fish.  The  place  of  catch  and  the  species 
of  the  fish  is  recorded  (if  available)  and  the  involved  mer- 
chants are  given  information  about  ciguatera  and  other  types 
of  fish  poisoning. 

Materials  and  methods 

DoH  records  of  all  reported  ciguatera  incidents  were 
reviewed  for  the  5-year  period  1984  to  1988.  All  probable  or 
confirmed  incidents  were  included  in  the  investigation.  Cases 
that  occurred  as  the  result  of  eating  fish  that  were  caught  out- 
side of  the  State  were  included. 

A “probable”  case  was  defined  as  “experiencing  both  gas- 
trointestinal and  paraesthetic  symptoms  within  30  hours  fol- 
lowing the  consumption  of  a fish  implicated  in  ciguatera”.  A 
confirmed  case  was  defined  as  “a  person  with  signs  and  symp- 
toms compatible  with  ciguatera  plus  a positive  poke-stick  test 
of  leftover  fish  eaten  by  that  person.”  The  term  “incident”  was 
used  as  opposed  to  “outbreak”;  an  outbreak  generally  refers  to 
more  than  one  person  being  ill,  whereas  an  incident  may  refer 
to  a single  case.  A person  epidemiologically  linked  to  an  inci- 
dent with  a confirmed  case  and  exhibiting  at  least  some  com- 
ponents of  the  gastrointestinal  or  neurological  symptoms  also 
was  considered  as  a confirmed  case.  Information  extracted 
firom  each  chart  included:  The  date  of  onset  and  location  of  the 
incident;  the  age  and  sex  of  the  victims;  the  species  of  fish 
eaten;  the  place  where  the  fish  was  obtained;  and  the  parts  of 
the  fish  consumed. 

The  species  of  fish  involved  was  usually  identified  by  a 
common  or  Hawaiian  name  by  those  who  saw  the  fish  before 


94 


Hawaii  Medical  Journal — Vol.51,  No.  4 — April  1992 


FIGURE  6: 

CIGUATERA  INCIDENTS 
ISLAND  OF  HAWAII,  1984  - 1988 


N=356 


SOURCE:  HAWAII  STATE  DEPARTMENT  OF  HEALTH 


it  was  consumed.  Occasionally  fish  markets  had  to  be  consult- 
ed regarding  the  correct  nomenclature,  and  in  only  one 
instance  was  the  type  of  fish  unknown. 

Several  incidents  occurred  after  the  consumption  of  more 
than  one  type  of  fish.  In  these  cases,  the  names  of  all  the  fish 
that  may  have  been  involved  were  recorded.  The  stick-test 
results  of  the  fish  were  recorded  as  positive,  borderline  or  neg- 
ative, and  were  designated  as  either  from  the  fish  eaten  or  a 
companion  sample  (fish  of  the  same  species,  caught  at  the 
same  time  and  same  location  as  the  original  fish). 

In  order  to  help  determine  if  there  were  unreported  cases, 
emergency  room  records  in  6 different  hospitals  throughout  the 
State  were  reviewed  in  order  to  find  cases  with  the  diagnosis  of 
ciguatera.  None  was  found.  The  hospitals  chosen  were  those 
whose  record-keeping  systems  allowed  such  investigations  to 
be  performed.  The  information  was  stored  and  analyzed  using 
the  D-Base  III  plus  program  on  a Wang  PC-compatible  com- 
puter at  the  DoH  office.  Graphs  were  produced  by  Harvard 
Graphics. 

Results 

A total  of  150  incidents  were  reported  during  the  years 
1984  to  1988  in  the  State  of  Hawaii.  These  incidents  occurred 
in  all  4 counties  of  the  State  and  were  investigated  by  the  DoH 
Epidemiology  branch.  The  150  incidents  (57  confirmed,  93 
probable)  involved  462  cases  of  ciguatera.  There  were  652 
exposed  individuals:  the  462  cases,  therefore,  comprised  an 
overall  attack  rate  of  70.9%.  However  the  attack  rale  varied 
greatly  in  each  outbreak;  some  outbreaks  had  attack  rates  of 
100%.  The  island  of  Hawaii  reported  the  most  incidents,  fol- 
lowed by  Oahu,  Kauai  and  Maui  respectively  (Table  1). 

Although  a significant  increase  in  cases  and  incidents  had 
been  noted  during  the  late  1970s  and  early  1980s,  such  increas- 
es have  not  been  noted  for  the  1984  to  1988  period  (see  Figure 
1).  The  island  of  Hawaii  reported  8,  12,  12,  13,  and  14  ciguat- 
era incidents  during  each  of  the  years  from  1984  through  1988 
(Figure  2).  The  other  islands  did  not  show  significant  increases 
during  the  same  5-year  period  (Figures  3, 4 and  5). 

Kauai  had  105  cases/100,000  population  in  1985  primarily 
due  to  a problem  with  toxic  Ctenochaetus  strigosus  (kole)  fish 


TABLE  2: 

INCIDENTS  OF  CIGUATERA  BY  SPECIES  OF  FISH 

IMPLICATED,  STATE  OF  HAWAII:  1984  - 1988 

NAME  OF  FISH 

NUMBER  OF  INCIDENTS 

Ulua 

19 

Papio 

16 

Kole 

15 

Wahanui 

12 

Roi 

7 

Po'ou 

6 

Weke 

4 

Barracuda 

4 

Eel 

3 

Kahala 

3 

Palani 

3 

Uku 

3 

Ta'ape 

3 

Mullet 

3 

Opakapaka 

2 

Omilu 

2 

Moana 

2 

Fish  may  be  implicated  more  than  once. 

TABLE  3: 

INCIDENCE  OF  CIGUATERA  BY 

AREA  CAUGHT  AND  ISLAND: 

1984-  1988 

AREA  CAUGHT 

NO.  OF  INCIDENTS 

OAHU 

Reef  Runway 

3 

Kaena  Point 

3 

Barbers  Point 

2 

Haleiwa 

2 

Waianae  Coast 

2 

Waianae 

2 

HAWAII 

South  Kona 

7 

Milolii 

7 

South  Point 

6 

Kawaihae 

4 

Keei 

4 

Puako 

4 

Kona 

2 

Punaluu 

2 

MOLOKAI 

2 

KAUAI 

Napali  Coast 

7 

Nualolo 

2 

Fish  may  be  implicated  more  than  once. 

(Continued  on  page  97)  > 


Hawaii  Medical  Journal — Vol.  51,  No.  4— April  1992 


95 


ONLY  ONE  HrANTAGONIST  HEALS  REFLUX  ESOPHAGITIS 
AT  DUODENAL  ULCER  DOSAGE.  ONLY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage. 

Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week.^ 

ACID  TESTED.  PATIENT  PROVEN. 


AXtO 

nizatidine 

150  mg  b.i.d. 


1 Data  on  file.  Lilly  Research  Laboratories.  See  accompanying  page  for  prescribing  information.  ©1991,  ELI  LILLY  and  company 
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AXID 

nizatidine  capsules 

Brief  Summary  Consult  the  package  insert  for 
complete  prescribing  information 
Indications  and  Usage;  i.  Active  duodenal  ulcer - 
lof  up  to  8 weeks  of  treatment  at  a dosage  of  300  mg 
h.s.  or  150  mg  b.i.d  Most  patients  heal  within  4 weeks. 

2.  Maintenance  therapy  - for  healed  duodenal  ulcer 
patients  at  a dosage  of  150  mg  h.s.  at  bedtime.  The 
consequences  of  therapy  with  Axid  for  longer  than  1 
year  are  not  known 

3,  Gastroesophageal  reflux  disease  (GERDhloi  up 
to  12  weeks  of  treatment  of  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerative  esophagitis, 
and  associated  heartburn  at  a dosage  of  150  mg  b.i.d. 

Contraindication:  Known  hypersensitivity  to  the  drug. 

Because  cross  sensitivity  in  this  class  of  compounds  has 
been  observed,  H2-receptor  antagonists,  including  Axid. 
should  not  be  administered  to  patients  with  a history 
of  hypersensitivity  to  other  H^-receptor  antagonists. 

Precautions;  Genera/- 1 Symptomatic  response  to  nizatidine  therapy  does  not  preclude  the  presence 
of  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of 
nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tes/s-False-positive  tests  lor  urobilinogen  with  Multistix"  may  occur  during  therapy 

Drug  Interactions-tio  interactions  have  been  observed  with  theophylline,  chlordiazepoxide,  lorazepam, 
lidocatne,  phenytoin.  and  warfarin.  Axid  does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore, 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given 
very  high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen  when  nizatidine, 
150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility-A  2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
of  a carcinogenic  effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male 
mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.The  rate  of  hepatic  carcinoma  in  the  high-dose 
animals  was  within  the  historical  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared 
with  concurrent  controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of  a marginal 
finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  performance  of  parental  animals  or  their  progeny 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies  in  rats  at  doses  up 
to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement, 
coarctation  of  the  aortic  arch,  and  cutaneous  edema  In  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are,  however, 
no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can 
cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral  dose  is  secreted 
in  human  milk  In  proportion  to  plasma  concentrations.  Because  of  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Gse-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Pa//en/s- Healing  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions;  Worldwide,  controlled  clinical  trials  included  over  6,000  patients  given  nizatidine  in 
studies  of  varying  durations.  Placebo-controlled  trials  in  the  United  Slates  and  Canada  included  over  2,600  patients 
given  nizatidine  and  over  1,700  given  placebo.  Among  the  adverse  events  in  these  placebo-controlled  trials,  only 
anemia  (0,2%  vs  0%)  and  urticaria  (0.5%  vs  0.1%)  were  significantly  more  common  in  the  nizatidine  group.  Of 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  statistically  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  information). 

A variety  of  less  common  events  were  also  reported;  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizatidine. 

Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in 
SGOT  or  S6PT  and,  in  a single  instance,  S6PT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes 
overall  and  elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid.  Since  market  introduction, 
hepatitis  and  jaundice  have  been  reported.  Rare  cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic 
injury  with  jaundice  have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid, 

Cardiovascular-\r\  clinical  pharmacology  studies,  short  episodes  of  asymptomatic  ventricular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-CWnical  pharmacology  studies  and  controlled  clinical  trials  showed  no  evidence  of  anti- 
androgenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been  reported  rarely. 

Hematologic -Anema  was  reported  significantly  more  frequently  In  nizatidine  than  in  placebo-treated 
patients.  Fatal  thrombocytopenia  was  reported  in  a patient  treated  with  nizatidine  and  another  H2-receptor 
antagonist  This  patient  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  been  reported. 

Integumental-UrWcaha  was  reported  significantly  more  frequently  in  nizatidine-  than  in  placebo-treated 
patients.  Rash  and  exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizatidine 
administration  have  been  reported  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm,  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

0/fter-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia.  fever,  and 
nausea  related  to  nizatidine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  activated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  of 
hemodialysis  to  remove  nizatidine  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  distribution,  nizatidine  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method. 
PV  2093  AMP  [101591] 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

N2-2947-B-249304  ?■  1991 , ELI  LILLY  AND  COMPANY 


CIGUATERA  (Continued from  page  95) 


on  the  Napali  coast. 

The  sex  differential  was  182  male  patients  and  174 
females.  An  age  distribution  curve  shows  a peak  in  the  early 
fourth  decade  of  life  (Figure  6). 

The  most  frequently  impugned  species  of  fish  were  the 
Papio  and  Ulua  causing  a total  of  35  incidents  (Table  2).  Kolc 
were  implicated  in  15  ciguatera  incidents.  The  third  most  fre- 
quently involved  fish  was  the  Wahanui  {Aphareus  furcaius  or 
fork-tailed  snapper)  in  12  incidents.  Other  fish  involved  in 
more  than  one  ciguatera  incident  included;  Roi  (Cephalo- 
philus  guttatus  blue-spotted  grouper);  Po‘ou;  Weke;  Barra- 
cuda); eel;  Kahala;  Palani;  Uku  (Aprion  virescens  gray  snap- 
per); Ta‘ape  (Lutjanus  kasmira  blue-lined  snapper);  Mullet; 
Opakapaka  (Pristipomoides  filamentosus  snapper);  Moana 
(Parupeneus  multifasciatus  goatfish);  and  Omilu  (Caranx 
melampygus  blue  crevally).  There  were  additional  individual 
incidents  involving  consumption  of  more  than  one  of  the 
above  fish  at  a time,  or  other  fish  whose  common  names  were: 
Sea  bass,  shark,  rainbow  runner,  blue-lined  surgeonfish, 

(Continued)  > 
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FIGURES: 

CIGUATERA  INCIDENTS  1984  - 1988 


FIGURE  11: 

INCIDENTS  OF  CIGUATERA  BY  QUARTER: 
1984-1988 
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smoked  mackerel  from  the  Philippines  (Tinapa  Galongong), 
Wahoo,  false  mullet,  Japanese  barracuda,  Achilles  tang,  black 
trigger,  milkfish,  convict  tang,  squirrel-fish,  porgy  and  red 
snapper.  Oddly,  there  was  one  outbreak  attributable  to  the 
consumption  of  octopus  and  another  to  Aku. 

The  Kona  coast  of  the  island  of  Hawaii  was  responsible  for 
the  most  incidents  (Table  3).  These  fish  were  primarily  caught 
by  sportfishing  off  the  Napali  Coast  of  Kauai,  South  Point  of 
Hawaii,  Kaena  Point,  Barber’s  Point,  Pokai  Bay  and  the 
Waianae  coast  of  Oahu  (Figures  7,  8,  9 and  10).  In  addition  to 
the  sites  represented  on  the  maps,  there  were  2 episodes  of 
ciguatera  attributable  to  fish  caught  off  Molokai,  and  one  off 
the  island  of  Lanai. 

No  marked  seasonal  variation  was  observed  in  ciguatera 
incidents,  although  there  was  a slight  increase  noted  during 
the  third  quarter  of  the  year  (July  through  September),  and  a 
decrease  during  the  fourth  quarter  (October  through 
December)  during  the  5-year  period  studied  (Figure  1 1). 

Of  the  150  known  ciguatera  incidents,  in  130,  records  were 
kept  indicating  the  parts  of  the  fish  that  were  consumed.  In  59, 
parts  of  the  fish  other  than  the  flesh,  such  as  the  head,  viscera 
and  roe,  or  a soup  made  from  these  parts,  were  consumed  by  at 
least  one  of  the  individuals  who  became  ill . 

Commercially  sold  fish  accounted  for  33  out  of  the  150 
ciguatera  incidents  (22%).  These  fish  were  either  consumed  in 
a restaurant  or  were  purchased  from  markets.  The  other  78% 
of  incidents  were  attributable  to  fish  caught  recreationally. 

In  89  incidents  fish  were  available  for  testing  using  the 
stick-test,  either  leftovers  of  the  fish  actually  eaten  or  fish 
from  a companion  catch.  The  putative  fish  itself  was  available 
for  tesdng  in  only  61  incidents. 

Discussion 

The  statewide  incidence  rate  of  8.7/100,000  shows  a signifi- 
cant increase  over  the  previous  epidemiologic  study  of  1975  to 
1981  that  demonstrated  an  incidence  of  3/100,000‘^  The 
increase  occurred  largely  during  the  early  1980s  (Figures  1 and 
2).  (In  referring  to  the  figures,  it  is  important  for  the  reader  to 
realize  that  the  number  of  incidents  correlates  more  closely  with 
the  actual  endemicity  of  ciguatera  at  a given  period  of  time 
rather  than  with  the  number  of  cases;  the  latter  relates  to  the 
number  of  people  who  ate  the  toxic  fish.  Thus,  a single  out- 
break affecting  100  people  would  be  of  less  consequence  epi- 
demiologically  than  100  different  fish  making  100  people  ill.) 
This  may  be  a result  of  increased  awareness  of  the  disease  and 
better  reporting,  but  it  is  also  likely  that  there  actually  has  been 
an  increase  in  ciguatera  in  the  Hawaiian  Islands.  This  may  be 
due  to  changes  in  the  reef  environment  similar  to  what  has 
occurred  in  the  Marshall  islands’*. 

In  the  last  5 years,  however,  the  ciguatera  rates  seem  to  have 
reached  a plateau.  The  areas  typically  affected  are  the  leeward 
coastal  areas.  Areas  of  dredging  and  construction  will  often 
show  an  increase  in  ciguatoxic  fish,  such  as  when  the  reef-run- 
way  at  Honolulu  International  Airport  was  constructed. 
Construction  lasted  from  May  1973  to  December  1977.  The 
first  toxic  fish  began  to  be  recorded  in  April,  1978,  4 months 
after  the  construction  ceased,  and  toxic  fish  are  still  known  to 
inhabit  the  region.  The  Pokai  Bay  area  of  the  Waianae  Coast 
underwent  construction  of  a breakwater  from  April  1977  to 
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January  1979;  it  involved  dredging,  filling  and  blasting.  After 
15  months,  reports  of  toxic  fish  began  appearing,  and  to  the  pre- 
sent, the  Pok^  Bay  area  is  known  for  its  ciguatera  problem”. 
The  large  increase  in  reported  cases  from  the  Kona  coast  of  the 
Big  Island  may  also  be  related  to  the  multiple  construction  pro- 
jects that  occurred  earlier  this  decade. 

The  age  of  onset  of  the  disease  correlates  well  with  the  ages 
of  individuals  more  likely  to  be  out  fishing.  If  it  is  true  that  the 
susceptibility  to  ciguatoxin  increases  with  repeated  previous 
exposure,  one  would  expect  that  older  age  groups  with  more 
years  of  exposure  to  ciguatoxin  would  have  more  cases  of  ill- 
ness. Age  distributions  in  other  studies  have  been  similar’'^''. 

The  slight  increase  in  the  number  of  ciguatera  incidents 
during  the  third  quarter  of  the  year  may  be  due  to  climatic 
changes  of  the  reef  environment,  or  an  increase  in  fishing 
activity  during  that  time  of  the  year.  The  decrease  during  the 
fourth  quarter  may  be  due  to  cooler  and  increasingly  rainy 
weather.  A seasonal  study  from  Puerto  Rico  showed  definite 
seasonal  trends  with  peak  seasons  for  ciguatoxic  barracuda 
occurring  in  January  to  May,  and  August  to  November^. 

In  59  of  the  150  ciguatera  incidents,  at  least  one  (and  usually 
more)  of  the  victims  consumed  a portion  of  the  fish  known  to 
concentrate  the  ciguatoxin,  notably  the  gut,  liver,  head  and  roe, 
as  well  as  a soup  or  broth  made  of  the  latter.  It  is  likely  that 
many,  if  not  most,  of  these  outbreaks  (a  large  proportion  of  the 
total)  could  have  been  avoided  if  the  individuals  involved  had 
been  educated  regarding  ciguatera  and  the  concentration  of  the 
ciguatoxin  in  these  parts  of  the  fish. 

Ciguatera  is  of  great  concern  at  local  fish  markets,  which 
attempt  to  avoid  the  sale  of  toxic  fish  by  avoiding  buying  fish 
caught  near  leeward  reefs,  as  well  as  avoiding  the  sale  of  spe- 
cific species  known  to  be  toxic.  The  Kahala  is  an  example  of  a 
fish  that  is  no  longer  sold  in  local  markets  due  to  its  high 
prevalence  for  ciguatoxicity. 

The  use  of  the  stick-test  for  commercial  use  does  not  appear 
to  be  cost-effective.  It  is  reassuring  to  know  that  in  the  year 
1987,  among  a total  of  164,910  reef  fish  caught  commercially, 
only  5 incidents  of  ciguatera  poisoning  were  reported,  only 
.003%  of  the  total  reef  fish  caught.  The  year  1987  is  represen- 
tative of  other  years  as  well,  in  which  commercial  ciguatoxic 
fish  have  only  been  implicated,  ie  in  3 to  10  incidents  per  year 
during  the  years  1984  to  1988. 

The  major  source  of  ciguatera  cases  has  been  the  fish  caught 
by  sportfishing,  typically  on  weekends  and  holidays.  If  people 
could  be  educated  to  avoid  consuming  heads,  viscera  and  roe  of 
reef  fish  (especially  a soup  made  of  the  above);  and  avoid  fish 
caught  in  the  areas  known  for  being  ciguatera-prone,  the  rates 
of  ciguatera  would  decrease  dramatically.  The  addition  of  the 
stick-test  for  use  in  sportfishing  could  reduce  the  rates  of  illness 
even  more . 

Since  the  future  incidence  of  ciguatera  is  unpredictable,  we 
cannot  assume  the  problem  will  go  away.  We  can,  however, 
significantly  reduce  the  probability  of  future  outbreaks  by 
educating  the  public,  and  by  encouraging  the  use  of  the  stick- 
test  in  sportfishing. 

ACKNOWLEDGEMENTS 

Appreciation  is  expressed  to  Dr  Yoshitsugi  Hokama  of  the 
University  of  Hawaii  Department  of  Pathology  and  his  labora- 


tory assistants  for  their  stick-testing  of  all  of  the  fish  in  this 
study;  Ms  Alix  Gillam  for  her  assistance  in  production  of 
graphics;  and  the  epidemiology  staff  of  the  Hawaii  State 
Department  of  Health,  both  in  Honolulu  and  the  Neighbor 
Islands,  for  their  assistance  in  obtaining  data. 

REFERENCES 

1.  Ragelis  EP:  Ciguatera  Seafood  Poisoning:  Overview.  In:  Seafood  Toxins, 
p.4  (Ragelis,  EP,  Ed.).  Am  Chem  Soc  Symp  Series,  no.  262. 

2.  Ciguatera  Fish  Poisoning,  Maryland,  Centers  for  Disease  Control.  MMWR, 
1980;29:610. 

3.  Todd  E,  Szabo  R.  Ciguatera  Poisoning-First  Confirmed  Report  in  Canada. 
Canadian  Diseases  Weekly  Report,  1983;8:174-176. 

4.  Ho  AM,  Fraser  IM,  Todd  EC:  Ciguatera  Poisoning.  A Report  of  Three 
Cases.  Ann  Emerg  Med,  1986;15:1225-8. 

5.  Cohen  L,  MacLean  JD,  Lalonde  R:  Ciguatera  Fish  Toxin  Poisoning:  An 
Outbreak  in  Canadian  Tourists  in  the  Dominican  Republic.  Canadian 
Diseases  Weekly  Report,  1987;12:73-75. 

6.  Frenette  C,  MacLean  JD,  Cedilotte  L:  Ciguatera  — A Large  Common 
Source  Outbreak  in  Canadian  Vacationers  in  Cuba.  Canadian  Diseases 
Weekly  Report,  1987;13:87-8. 

7.  Withers  NW:  Ciguatera  Fish  Poisoning.  Ann  Rev  Med,  1982;33:97-1 11. 

8.  Campbell  B,  Nakagawa  LK,  Kobayashi  MN,  Hokama  Y:  Gambierdiscus 
Toxicus  in  Gut  Content  of  the  Surgeonfish  Ctenochaetus  Strigosus 
(Herbivore)  and  its  Relationship  to  Toxicity.  Toxicon,  1987;10:1 125-1127. 

9.  Morris  JG,  Lewin  P,  Smith  CW,  Blake  PA,  Schneider  R:  Ciguatera  Fish 
Poisoning:  Epidemiology  of  the  Disease  on  St  Thomas,  U.S. Virgin 
Islands.  AmJTropMedHyg,  1982;31(3):574-578. 

10.  Helfrich  P:  Fish  Poisoning  in  Hawaii.  Hawaii  MedJ,  1963;22:361-372. 

11.  Bach  F,  Terrell-Perica  S:  Ciguatera  Fish  Poisoning  in  the  Pacific,  in  South 
Pacific  Commission  Information  Circular.  Serial  No:  115,  July-September 
1988. 

12.  Lange  WR:  Ciguatera  Toxicity.  AFP  1987;35:177-182. 

13.  Anderson  BS,  Sims  JK,  Wiebenga  NH,  Sugi  MS:  The  Epidemiology  of 
Ciguatera  Fish  Poisoning  in  Hawaii  1975-1981.  Hawaii  Med  J, 
1983;42:326-334. 

14.  Dembert  ML,  Strosahl  KF,  Bumgarner  RL:  Diseases  from  Fish  and 
Shellfish  Ingestion.  AFP,  1981;24:103-108. 

15.  Hokama  Y:  Ciguatera  Fish  Poisoning.  Journal  of  Clinical  Laboratory 
Analysis,  1988;2:44-50. 

16.  Steinfeld  AD,  Steinfeld  HJ:  Ciguatera  and  the  Voyage  of  Captain  BUgh. 
JAMA,  1974;228:1270-1271.. 

17.  Cooper  MJ:  Ciguatera  and  Other  Marine  Poisoning  in  the  Gilbert  Islands. 
Pacific  Science  Vol.  XVin,  No.  4,  pp.  41 1-440,  1964. 

18.  Ruff  TA:  Ciguatera  in  the  Pacific:  A Link  With  Military  Activities. 
Lancet,  1989;l(8631):201-205. 

19.  Lewis,  ND:  Disease  and  Development:  Ciguatera  Fish  Poisoning.  Soc  Sci 
Med,  7986, -23:983-993.. 

20.  Morris  JG,  Lewin  P,  Hargrett  NT,  Smith  CW,  Blake  PA,  Schneider  R: 
Clinical  Features  of  Ciguatera  Fish  Poisoning.  A Study  of  the  Disease  in 
the  US  Virgin  Islands.  Arch  Intern  Med,  1982;142:1090-1092. 

21.  Lawrence  DN,  Enriquez  MB,  Lumish  RM,  Maceo  A:  Ciguatera  Fish 
Poisoning  in  Miami.  JAMA,  1980;244:254-258. 

22.  Rayner  MD,  Kosaki  TI,  Fellmeth  EL:  Ciguatoxin:  More  than  an 
Anticholinesterase.  Science,  1968;  160:70-71. 

23.  Palafox  NA,  Jain  LG,  Pinano  AZ,  Gulick  TM,  WilUams  RK,  Schatz  IJ: 
Successful  Treatment  of  Ciguatera  Fish  Poisoning  with  Intravenous 
Mannitol.  JAMA,  1988;259:2740-2742. 

24.  Sorokin  M:  Ciguatera  Poisoning  in  North-West  Viti  Levu,  Fiji  Islands. 
Hawaii  MedJ,  34,207-210.  1975. 

25.  Bagnis,  R:  Clinical  Aspects  of  Ciguatera  (Fish  Poisoning)  in  French 
Polynesia.  Hawaii  MedJ,  1968;28:25-28. 

26.  Hokama  Y:  A Rapid,  Simplified  Enzyme  Immunoassay  Stick  Test  For  the 
Detection  of  Ciguatoxin  and  Related  Polyethers  from  Fish  Tissues. 
Toxicon,  1985;23:939-946. 

27.  Bagnis  R,  Kuberski  T,  Laugier  S:  Clinical  Observations  on  3,009  Cases  of 
Ciguatera  (Fish  Poisoning)  in  the  South  Pacific.  Am  J Trop  Med  Hyg, 
1979;23(6):1067-1073. 

28.  Tosteson  TR,  BaUantine  DL,  Durst  HD:  Seasonal  Frequency  of  Ciguatoxic 
Barracuda  in  Southwest  Puerto  Rico.  Toxicon,  1988;26:795-801. 


Hawaii  Medical  Journal — Vol.  51,  No.  4 — April  1992 


99 


. . . challenge  or  crisis? 


Providing  health  care  to  Hawaii’s  elderly 

Cullen  T Hayashida  PhD* 

Warren  Wong  MD** 


Hawaii’s  rapidly  aging  population  is  a challenge  for 
Hawaii  s health  care  providers.  What  with  the  high  cost  of 
care,  limited  health  care  resources,  and  a rapidly  increasing 
population  of  frail  elderly  patients  living  in  the  community, 
will  our  medical  practices  be  able  to  adapt  to  the  care  of 
patients  who  require  more  time  and  who  will  have  not  only 
multiple  medical  illnesses  but  complicated  psychosocial  con- 
ditions as  well?  Will  our  health  care  facilities  be  prepared  for 
the  typically  longer  stay  and  more  expensive  older  patient? 
Will  the  cost  of  care  in  Hawaii  keep  on  rising?  Who  will  pay? 
Will  this  challenge  turn  into  a crisis? 

Demography  of  aging  in  Hawaii 

Ours  is  one  of  the  nation’s  most  rapidly  aging  populations. 
In  1989,  the  > 65  years  population  numbered  125,300  or 
10.7%  of  the  State’s  population.  In  comparison  to  the  national 
average  of  12.5%,  Hawaii  has  a lower  percentage  of  elderly. 
Within  the  next  2 decades,  however,  Hawaii’s  population  > 65 
is  projected  to  increase  by  over  50%  while  the  total  resident 
population  is  expected  to  increase  by  only  23.3%.  This  change 
represents  a rate  of  growth  more  than  2.5  times  the  national 
growth  rate  of  the  elderly.  Consequently  we  will  witness 
before  the  turn  of  the  century  the  convergence  of  the  propor- 
tion of  the  elderly  in  Hawaii  with  the  national  average  as 
depicted  in  Figure  1'. 

The  dramatic  rise  in  the  proportion  of  elderly  in  Hawaii  is 
partly  attributable  to  the  rapid  rise  in  the  life-expectancy  of 
Hawaii’s  people.  It  is  well  established  that  Hawaii’s  life- 
expectancy  at  birth  is  the  nation’s  highest.  In  1985,  Hawaii’s 
life-expectancy  at  birth  was  77.98  years;  this  was  higher  than 
every  state  in  the  Union.  The  corresponding  figure  for  the 
entire  U.S.  for  that  same  year  was  74.7  years,  or  3 years  less. 
Based  on  available  international  evidence  from  other  high  life- 
expectancy  countries  in  Europe  and  Japan,  there  is  reason  to 
believe  that  Hawaii’s  life-expectancy  rate  might  be  among  the 
highest  in  the  world  as  welF. 

As  portrayed  in  Figure  2,  the  elderly  population  (>  65 
years)  is  aging  in  ways  similar  to  patients  for  both  the  U.S. 
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and  Hawaii,  ie  moderate  proportional  increases  occurring  in 
the  75-  to  84-year-old  category,  a large  proportional  increase 
occurring  in  the  > 85 -year-old  category  and  a proportional 
decrease  occurring  in  the  65-  to  74-year-old  category.  While 
this  change  is  expected  to  oceur  over  a 100-year  period  (1900 
to  2000)  for  the  entire  U.S.,  it  is  occurring  in  Hawaii  over  only 
50  years  (1950  to  2000).  The  rapid  increase  particularly  in  the 
proportion  of  those  over  age  85  will  place  an  enormous  bur- 
den on  available  long-term  care  services  since  the  need  for 
long-term  care  rises  sharply  with  age^ 

Present  and  projected 
health  care  delivery  systems 
The  added  challenge  of  providing  health  care  to  an  aging 
population  will  further  strain  an  already  stretched  health  care 
system.  In  1989,  Hawaii’s  acute  care  bed  supply  of  193.4  beds 
per  100,000  remained  far  below  the  national  average  of  353.4 
beds  per  100,000“'.  Hawaii  has  maintained  a significantly 
lower  hospital  admissions  rate  of  107.5  per  1,000  population 
versus  135.9  per  1,000  for  the  U.S.  as  a whole.  As  a conse- 
quence, Hawaii’s  hospital  occupancy  (82.8%  versus  69.6% 
for  the  U.S.)  and  outpatient  hospital  services  rates 


FIGURE  1 

Percent  Elderly  (65+)  in  Hawaii  and  U.S. 
1970  to  2030 


Source:  Hayashida  CT.  Sherman  S and  Sasaki  H.  Adult  Day  Care 
Centers  in  Hawaii:  Comprehensive  Assessment  for  Strategic 
Planning  for  the  1990s.  Kuakini  Geriatric  Care,  Inc.,  Honolulu, 
Hawaii.  December  1987.  Page  III-42. 
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ONCE-A-DAY  * 

quinapril  HCI  tablets  10,  20, 40  mg 


* See  DOSAGE  AND  ADMINISTRATION  section  of  prescribing  information. 

t If,  after  an  adequate  trial  of  ACCUPRIL  alone,  based  on  your  medical  judgment  as  the  prescribing  physician,  you  determine  that  your  patient  requires  the  addition  of  a diuretic, 
Parke-Davis  will  refund  to  the  patient  his/her  cost  for  the  diuretic  prescription  less  any  amount  reimbursed  or  paid  for  by  an  HMO.  insurance  company,  or  any  other  plan  or  program. 

For  more  details,  ask  your  Parke-Davis  Representative  or  call  I -800-955-3077. 

t In  some  patients,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  may 
be  warranted. 

ACCUPRIL  is  available  in  10,  20,  and  40  mg  tablets.  Usual  initial  starting  dosage  is  10  mg  once  daily. 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Please  see  brief  summary  of  prescribing  information  on  following  page. 
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^ PARKE-DAVIS 


Parke-Davis  is  confident  that  for  many  of  your  hypertensive 
patients  ACCUPRIL  will  achieve  the  decrease  in  blood  pressure 
you  expect. 

If,  in  your  medical  judgment,  your  patient  requires  a diuretic  in 
addition  to  ACCUPRIL  at  any  time  during  ACCUPRIL  therapy, 
Parke-Davis  will  refund  your  patient’s  cost  of  the  diuretic.*^ 


The  ACCUPRIL 
Single-Agent  Commitment™ 


Accupril®  (Quinapril  Hydrochloride  Tablets) 

Belore  prescribing,  please  see  lull  prescribing  inlormation  A brief  summary  follows. 

INDICATIONS  AND  USAGE 

ACCUPRIL  is  indicaterl  for  the  treatment  of  hypertension.  It  may  be  used  alone  or  in  combination  with  thiazide  diuretics. 

In  using  ACCUPRIL.  consideration  should  be  given  to  the  fact  that  another  angiotensin-converting  enzyme  (ACE)  inhibitor,  cap- 
topril.  has  caused  agranulocytosis,  particularly  in  patients  with  renal  impairment  or  collagen  vascular  disease.  Available  data 
are  insufficient  to  show  that  ACCUPRIL  does  not  have  a similar  risk  (see  WARNINGS). 

CONTRAINDICATIONS 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema 
related  to  previous  treatment  with  an  ACE  inhibitor, 

WARNINGS 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and  larynx  has  been  reported  in  patients  treated  with 
ACE  inhibitors  and  has  been  seen  in  0.1  % of  patients  receiving  ACCUPRIL.  Angioedema  associated  with  laryngeal  edema  can 
be  fatal  It  laryngeal  stridor  or  angioedema  or  the  face,  tongue,  or  glottis  occurs,  treatment  with  ACCUPRIL  should  be  discon- 
tinued immediately,  the  patient  treated  in  accordance  with  accepted  medical  care,  and  carefully  observed  until  the  swelling 
disappears.  In  instances  where  swelling  is  confined  to  the  face  and  lips,  the  condition  generally  resolves  without  treatment; 
antihistamines  may  be  useful  in  relieving  symptoms. 

Where  there  is  involvement  of  the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  emergency  therapy  including, 
but  not  limited  to,  subcutaneous  epinephrine  solution  1 1000  (0.3  to  0,5  mL)  should  be  promptly  administered  (see  ADVERSE 
REACTIONS) 

Hypotension:  Symptomatic  hypotension  was  rarely  seen  in  uncomplicated  hypertensive  patients  treated  with  ACCUPRIL  but, 
as  with  other  ACE  inhibitors,  it  is  a possible  consequence  of  therapy  in  salt/volume  depleted  patients,  such  as  those  previously 
treated  with  diuretics  or  dietary  salt  restriction  or  who  are  on  dialysis  (see  PRECAUTIONS.  DRUG  INTERACTIONS,  and 
ADVERSE  REACTIONS).  In  controlled  studies,  syncope  was  observed  in  0.4%  of  patients  (N  = 3203);  this  incidence  was 
similar  to  that  observed  lor  captopril  (1%)  and  enalapril  (0,8%). 

In  patients  with  concomitant  congestive  heart  failure,  with  or  without  associated  renal  insufficiency,  ACE  inhibitor  therapy  may 
cause  excessive  hypotension,  which  may  be  associated  with  oliguria  or  azotemia  and.  rarely,  with  acute  renal  failure  and  death 
In  such  patients,  ACCUPRIL  therapy  should  be  started  at  the  recommended  dose  under  close  medical  supervision.  These 
patients  should  be  followed  closely  for  the  first  2 weeks  of  treatment  and  whenever  the  dosage  of  antihypertensive  medication 
is  increased  (see  DOSAGE  AND  ADMINISTRATION), 

If  symptomatic  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and,  if  necessary,  normal  saline  may 
be  administered  intravenously.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses,  however,  lower 
doses  of  ACCUPRIL  or  reduced  concomitant  diuretic  therapy  should  be  considered. 

Neutropenla/Agranulocytosis:  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  marrow 
depression  rarefy  in  patients  with  uncomplicated  hypertension,  but  more  frequently  in  patients  with  renal  impairment,  espe- 
cially if  they  also  have  a collagen  vascular  disease  such  as  systemic  lupus  erythematosus  or  scleroderma  Agranulocytosis  did 
occur  during  ACCUPRIL  treatment  in  one  patient  with  a history  of  neutropenia  during  previous  captopril  therapy.  Available  data 
from  clinical  trials  of  ACCUPRIL  are  insufricient  to  show  that,  in  patients  without  prior  reactions  to  other  ACE  inhibitors, 
ACCUPRIL  does  not  cause  agranulocytosis  at  similar  rates  As  with  other  ACE  inhibitors,  periodic  monitoring  of  white  blood 
cell  counts  in  patients  with  collagen  vascular  disease  and/or  renal  disease  should  be  considered. 

Fetal/Neonatal  morbidity  and  mortality:  ACE  inhibitors,  including  ACCUPRIL,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women. 

When  ACE  inhibitors  have  been  used  during  the  second  and  third 
trimesters  of  pregnancy,  there  have  been  reports  of  hypotension, 
renal  failure,  skull  hypoplasia,  and  death.  Oligohydramnios  has 
also  been  reported,  presumably  resulting  from  decreased  fetal 
renal  function;  oligohydramnios  has  been  associated  with  fetal 
limb  contractures,  craniofacial  deformities,  hypoplastic  lung 
development,  and  intrauterine  growth  retardation. 

Prematurity  and  patent  ductus  arteriosus  have  been  reported, 
although  it  is  not  clear  whether  these  occurrences  were  due  to 
the  ACE-inhibitor  exposure  or  to  the  mother’s  underlying  dis- 
ease, It  IS  not  known  whether  exposure  limited  to  the  first 
trimester  can  adversely  affect  fetal  outcome. 

A patient  who  becomes  pregnant  while  taking  ACE  inhibitors,  or  who  takes  ACE  inhibitors  when  already  pregnant,  should  be 
apprised  of  the  potential  hazard  to  her  fetus  If  she  continues  to  receive  ACE  inhibitors  during  the  second  or  third  trimester  of 
pregnancy,  frequent  ultrasound  examinations  should  be  performed  to  look  for  oligohydramnios.  When  oligohydramnios  is 
found,  ACE  inhibitors  should  generally  be  discontinued 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be  closely  observed  for  hypotensioh,  oliguria,  and  hyper- 
kalemia. If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion  Hemodialysis 
and  peritonealdialysis  have  little  effect  on  the  elimination  of  quinapril  and  quinaprilat 

No  fetotoxic  or  teratogenic  effects  were  observed  in  rats  at  quinapril  doses  as  high  as  300  mg/kg/day  (180  and  30  times  the 
maximum  daily  human  dose  when  based  on  mg/kg  and  mg/m',  respectively),  despite  maternal  toxicity  at  150  mg/kg/day. 
Tested  later  in  gestation  and  during  lactation,  reduced  offspring  body  weight  was  seen  at  >25  mg/kg/day,  and  changes  in 
renal  histology  (juxtaglomerular  cell  hypertrophy,  lubular/pelvic  dilation,  glomerulosclerosis)  were  observed  both  in  dams  and 

a treated  with  150  mg/kg/day.  Quinapril  was  not  teratogenic  in  the  rabbit;  however,  as  noted  with  other  ACE  inhibitors, 
toxicity  and  embryotoxicity  were  seen  in  some  rabbits  at  quinapril  doses  as  low  as  0.5  mg/kg/day  (one  lime  the 
recommended  human  dose)  and  1 0 mg/kg/day,  respectively. 

PRECAUTIONS 

General 

Impaired  renal  lunction:  As  a consequence  of  inhibiting  the  renin-angiotensin-aldoslerone  system,  changes  in  renal  function 
may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE  inhibitors,  including  ACCUPRIL,  may  be  associated 
with  oliguria  and/or  progressive  azotemia  and  rarely  acute  renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and 
serum  creatinine  have  been  observed  in  some  patients  following  ACE  inhibitor  therapy  These  increases  were  almost  always 
reversible  upon  discontinuation  of  the  ACE  inhibitor  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  mon- 
itored during  the  first  few  weeks  of  therapy 

Some  hypertensive  patients  with  no  apparent  preexisting  renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  ACCUPRIL  has  been  given  concomitantly  with  a diuretic.  This 
iS  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduction  and/or  discontinuation  of  any  diuretic 
and/or  ACCUPRIL  may  be  required 

Evaluation  ot  hypertensive  patients  should  always  Include  assessment  ol  renal  function  (see  DOSAGE  AND 
ADMINISTRATION) 

Hyperkalemia  and  potassium-sparing  diuretics:  In  clinical  trials,  hyperkalemia  (serum  potassium  >5.8  mmol/L)  occurred  in 
approximately  2%  of  patients  receiving  ACCUPRIL.  In  most  cases,  elevated  serum  potassium  levels  were  isolated  values  which 
resolved  despite  continued  therapy.  Less  than  0.1%  ot  patients  discontinued  therapy  due  to  hyperkalemia.  Risk  factors  for  the 
development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use  of  potassium-sparing 
diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be  used  cautiously  if  at  all. 
with  ACCUPRIL  (see  PRECAUTIONS,  Drug  Interactions). 

SurgerWanesIhesia:  In  palients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
ACCUPRIL  will  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is  consid- 
ered to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion, 

Inlormation  lor  Patients 

Angioedema:  Angioedema,  including  laryngeal  edema,  can  occur  with  treatment  with  ACE  inhibitors,  especially  following  the 
first  dose.  Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema 
(swelling  ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  stop  taking  the  drug  until  they 
have  consulted  with  their  physician  (see  WARNINGS). 

Symptomatic  hypotension:  Patients  should  be  cautioned  that  lightheadedness  can  occur,  especially  during  the  first  few  days 
or  ACCUPRIL  therapy,  and  that  it  should  be  reported  to  a physician.  If  actual  syncope  occurs,  patients  should  be  told  to  not  take 
the  drug  until  they  have  consulted  with  their  physician  (see  WARNINGS), 

All  patients  should  be  cautioned  that  inadequate  fluid  intake  or  excessive  perspiration,  diarrhea,  or  vomiting  can  lead  to  an 
excessive  tall  in  blood  pressure  because  of  reduction  in  fluid  volume,  with  the  same  consequences  of  lightheadedness  and 
possible  syncope. 

Patients  planning  to  undergo  any  surgery  and/or  anesthesia  should  be  told  to  inform  their  physician  that  they  are  taking  an 
ACE  inhibitor. 

Hyperkalemia:  Patients  should  be  told  not  to  use  potassium  supplements  or  salt  substitutes  containing  potassium  without 
consulting  their  physician  (see  PRECAUTIONS). 


AcCUpril®  (Quinapril  Hydrochloride  Tablets) 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (eg,  sore  throat,  fever)  which  could  be  a 
sign  of  neutropenia 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  ACCUPRIL  is  warranted  This  inlormation  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or  intended  effects. 

Drug  Interactions 

Concomitant  diuretic  therapy:  As  with  other  ACE  inhibitors,  patients  on  diuretics,  especially  those  on  recently  instituted 
diuretic  therapy,  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy  with 
ACCUPRIL.  The  possibility  of  hypotensive  effects  with  ACCUPRIL  may  be  minimized  by  either  discontinuing  the  diuretic  or 
cautiously  increasing  salt  intake  prior  to  initiation  of  treatment  with  ACCUPRIL,  II  it  is  not  possible  to  discontinue  the  diuretic, 
the  starting  dose  of  quinapril  should  be  reduced  (see  DOSAGE  AND  ADMINISTRATION). 

Agents  Increasing  serum  potassium:  Quinapril  can  attenuate  potassium  loss  caused  by  thiazide  diuretics  and  increase  serum 
potassium  when  used  alone.  If  concomitant  therapy  of  ACCUPRIL  with  potassium-sparing  diuretics  (eg.  spironolactone, 
triamterene,  or  amiloride),  potassium  supplements,  or  potassium-containing  salt  substitutes  is  indicated,  they  should  be  used 
with  caution  along  with  appropriate  monitoring  of  serum  potassium  (see  PRECAUTIONS). 

Tetracycline  and  other  drugs  that  Interact  with  magnesium:  Simultaneous  administration  of  tetracycline  with  ACCUPRIL 
reduced  the  absorption  ol  tetracycline  by  approximately  28%  to  37%,  possibly  due  to  the  high  magnesium  content  in 
ACCUPRIL  tablets  This  interaction  should  be  considered  it  coprescribing  ACCUPRIL  anil  tetracycline  or  other  drugs  that 
interact  with  magnesium. 

Lithium:  Increased  serum  lithium  levels  and  symptoms  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomi- 
tant lithium  and  ACE  inhibitor  therapy.  These  drugs  should  be  co-administered  with  caution,  and  frequent  monitoring  of  serum 
lithium  levels  is  recommended.  If  a diuretic  is  also  used,  it  may  increase  the  risk  of  lithium  toxicity. 

Other  agents:  Drug  interaction  studies  of  ACCUPRIL  with  other  agents  showed: 

• Multiple  dose  therapy  with  propranolol  or  cimetidine  has  no  effect  on  the  pharmacokinetics  of  single  doses  of  ACCUPRIL. 

• The  anticoagulant  effect  of  a single  dose  ol  warfarin  (measured  by  prothrombin  time)  was  not  significantly  changed  by 
quinapril  coadminislration  twice-daily. 

• ACCUPRIL  treatment  did  not  affect  the  pharmacokinetics  of  digoxin, 

• No  pharmacokinetic  interaction  was  observed  when  single  doses  of  ACCUPRIL  and  hydrochlorothiazide  were  administered 
concomitantly. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility 

Quinapril  hydrochloride  was  not  carcinogenic  in  mice  or  rats  when  given  in  doses  up  to  75  or  100  mg/kg/day  (50  to  60  times 
the  maximum  human  daily  dose,  respectively,  on  a mg/kg  basis  and  3.8  to  10  times  the  maximum  human  daily  dose  when 
based  on  a mg/m'  basis)  for  104  weeks.  Female  rats  given  the  highest  dose  level  had  an  increased  incidence  of  mesenteric 
lymph  node  hemangiomas  and  skin/subcutaneous  lipomas.  Neither  quinapril  nor  quinaprilat  were  mutagenic  in  the  Ames  bac- 
terial assay  with  or  without  metabolic  activation.  Quinapril  was  also  negative  in  the  following  genetic  toxicology  studies:  m 
vitro  mammalian  cell  point  mutation,  sister  chromatid  exchange  in  cultured  mammalian  cells,  micronucleus  test  with  mice,  in 
vitro  chromosome  aberration  with  V79  cultured  lung  cells,  and  in  an  in  vivo  cytogenetic  study  with  rat  bone  marrow.  There 
were  no  adverse  effects  on  fertility  or  reproduction  in  rats  at  doses  up  to  100  mg/kg/day  (60  and  10  times  the  maximum  daily 
human  dose  when  based  on  mg/kg  and  mg/m’,  respectively) 

Pregnancy 

Pregnancy  Category  D:  See  WARNINGS.  Fetal/Neonalal 
morbidity  and  mortality. 

Nursing  Mothers 

It  is  not  known  if  quinapril  or  its  metabolites  are  secreted  in 
human  milk.  Quinapril  is  secreted  to  a limited  extent,  however,  in 
milk  of  lactating  rats  (5%  or  less  of  the  plasma  drug  concentra- 
tion was  found  in  rat  milk).  Because  many  drugs  are  secreted  in 
human  milk,  caution  should  be  exercised  when  ACCUPRIL  is 
iven  to  a nursing  mother 
eriatric  Use 

Elderly  palients  exhibited  increased  area  under  the  plasma  con- 
centration time  curve  (AUC)  and  peak  levels  for  quinaprilat  compared  to  values  observed  in  younger  patients:  this  appeared  to 
relate  to  decreased  renal  lunction  rather  than  to  age  itself  In  controlled  and  uncontrolled  studies  of  ACCUPRIL  where  918 
(21%)  patients  were  65  years  and  older,  no  overall  differences  in  effectiveness  or  safety  were  observed  between  older  and 
younger  patients.  However,  greater  sensitivity  of  some  older  individual  patients  cannot  be  ruled  out. 

Pediatric  Use 

The  safety  and  effectiveness  of  ACCUPRIL  In  children  have  not  been  established. 

ADVERSE  REACTIONS 

ACCUPRIL  has  been  evaluated  for  safety  in  4960  subjects  and  patients.  Ot  these,  3203  patients,  including  655  elderly  patients, 
participated  in  controlled  clinical  trials,  ACCUPRIL  has  been  evaluated  for  long-term  safety  in  over  1400  patients  treated  for 
1 year  or  more. 

Adverse  experiences  were  usually  mild  and  transient. 

Discontinuation  of  therapy  because  of  adverse  events  was  required  in  4,7%  of  patients  treated  with  ACCUPRIL  in  placebo- 
controlled  hypertension  trials. 

Adverse  experiences  probably  or  possibly  related  to  therapy  or  of  unknown  relationship  to  therapy  occurring  in  1%  or  more  of 
the  1563  patients  in  placebo-controlled  hypertension  trials  who  were  treated  with  ACCUPRIL  are  shown  below. 

Adverse  Events  in  Placebo-Controlled  Trials 


ACCUPRIL 
(N  = 1563) 

Incidence 

(Discontinuance) 

Placebo 
(N  = 579) 

Incidence 

(Discontinuance) 

Headache 

5.6  (0,7) 

10.9  (0.7) 

Dizziness 

3.9  0,8 

2.6  (0.2) 

Fatigue 

2,6  0,3 

1,0 

Coughing 

2.0  0.5 

0.0 

Nausea/Vomiting 

1.4  0.3 

1.9  (0.2) 

Abdominal  Pain 

1.0  (0,2) 

0,7 

Clinical  adverse  experiences  probably  or  possibly  related,  or  of  uncertain  relationship  to  therapy,  occurring  in  0.5%  to  1.0% 
(except  as  noted)  of  the  patients  treated  with  ACCUPRIL  (with  or  without  concomitant  diuretic)  in  controlled  or  uncontrolled 
trials  (N  = 4397)  and  less  freguent,  clinically  significant  events  seen  in  clinical  trials  or  post-marketing  experience  (the  rarer 
events  are  in  italics)  include  (listed  by  body  system)- 
General:  back  pain,  malaise 

Cardiovascular:  palpitation,  vasodilation,  tachycardia,  heart  failure,  hyperkalemia,  myocardial  infarction,  cerebrovascular 

accident,  hypertensive  crisis,  angina  pectoris,  orthostatic  hpotension,  cardiac  rhythm  disturbances 

Gastrointestinal:  dry  mouth  or  throat,  constipation,  gastrointestinal  hemorrhage,  pancreatitis,  abnormal  liver  function  tests 

Nervous/Psychiatric:  somnolence,  vertigo,  syncope,  nervousness,  depression 

Integumentary:  increased  sweating,  pruritus,  exfoliative  dermatitis,  photosensitivity  reaction 

Urogenital:  acute  renal  failure 

Dther:  amblyopia,  pharyngitis,  sinusitis,  bronchitis,  agranulocytosis,  thrombocytopenia 

Angioedema:  angioedema  has  been  reported  in  patients  receiving  ACCUPRIL  (0. 1%),  Angioedema  associated  with  laryngeal 
edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment  with  ACCU- 
PRIL should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 
Hematology:  (See  WARNINGS) 

Hyperkalemia:  (See  PRECAUTIONS) 

Creatinine  and  blood  urea  nitrogen:  Increases  (>1.25  limes  the  upper  limit  of  normal)  in  serum  creatinine  and  blood  urea 
nitrogen  were  observed  in  2%  and  2%.  respectively,  of  palients  treated  with  ACCUPRIL  alone  Increases  are  more  likely  to 
occur  in  patients  receiving  concomitant  diuretic  therapy  than  in  those  on  ACCUPRIL  alone.  These  increases  often  remit  on 
continued  therapy. 


* In  some  patients,  the  antihypertensive  effect  may  diminish  toward  the 
end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in 
dosage  or  twice-daily  administration  may  be  warranted. 
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(2,074.5/1,000  versus  1057.5/1,000  for  the  U.S.),  were  appre- 
ciably higher. 

Acute  hospital  bed  availability  is  tight  not  only  because  of 
the  low  ratio  of  beds  per  1 ,000  population,  but  also  because  of 
the  shortage  of  long-term  care  beds.  Approximately  200  acute 
care  beds,  representing  10%  of  Hawaii’s  total  medical-surgi- 
cal bed  supply,  are  occupied  by  patients  awaiting  placement  in 
long-term  care*.  The  proportion  of  medical-surgical  beds 
occupied  by  wait-listed  patients  on  the  Neighbor  Islands  is 
even  greater.  With  only  3,416  long-term  care  beds  available, 
Hawaii’s  ratio  of  27.3  beds  per  1,000  elderly  is  far  below  the 
national  average  of  65.5  beds  per  1,000  elderly.  Furthermore, 
since  1984,  there  has  been  an  actual  decline  in  the  ratio  of 
nursing  home  beds  per  1,000  elderly. 

Hawaii’s  health  care  system  is  clearly  not  meeting  the 
needs  of  Hawaii’s  elderly  population.  And  the  back-up  of 
long-term  care  patients  in  acute  hospital  beds  is  likely  to 
worsen  in  coming  years.  Since  March  1990,  there  has  been  no 
new  construction  of  long-term  care  beds.  In  January  1992, 
were  about  180  nursing  home  beds  that  have  been  approved 
by  the  Hawaii  State  Health  Planning  and  Development 
Agency  (SHPDA).  These  beds,  however,  are  not  expected  to 
be  available  for  at  least  another  2 years.  Even  then,  this  new 
supply  will  fall  far  short  of  Hawaii’s  growing  demand  for 
institutional  long-term  care  services. 

One  reason  for  the  historically  low  nursing  home  bed  ratio 
is  that  Hawaii’s  families  have  long  been  the  major  source  of 
long-term  and  informal  support  to  the  frail  and  dependent 
elderly  population.  In  comparison  to  their  Mainland  counter- 
parts, Hawaii’s  families  may  continue  to  be  more  supportive 
of  their  elderly  parents. 

More  recently,  other  factors,  such  as  the  fiscal  pressures  for 
earlier  discharge  from  acute  care,  as  exemplified  by  the 
Medicare  DRG  hospital  payment  system,  have  been  signifi- 
cant. The  State’s  Medicaid  program  has  faced  increased  bud- 
get tightening  and,  therefore,  has  been  unable  to  increase  its 
reimbursements  for  institutional  long-term  care  services. 

Increased  competition  posed  by  the  visitor  industry  to 
entry-level  workers  represents  a significant  factor  in  curtailing 
the  health  industry’s  labor  pool.  Without  adequate  staffing, 
available  beds  cannot  be  used.  This  is  compounded  by  the 
strict  requirements  for  certification,  licensing  and  training 
imposed  by  the  state  and  federal  governments. 

The  nursing  home  bed  shortage  is  already  beginning  to 
have  repercussions  on  the  health  care  delivery  system. 
Hospitals  are  competing  for  limited  nursing  home  beds  by 
structuring  special  arrangements  for  more  favorable  status 
with  nursing  homes.  The  paucity  of  vacancies  in  nursing 
homes  is  increasing  as  indicated  by  the  subversion  to  sub- 
acute or  super-SNF  levels,  and  hospitals  are  forced  to  create 
their  own  nursing  home  units.  Care  homes  of  higher  level  that 
were  able  to  transfer  clients  to  nursing  homes  previously  are 
now  being  denied  that  access.  As  a result,  the  Department  of 
Human  Services  (DHS)  has  been  forced  to  create  a separate 
payment  rate  for  care  homes  that  have  ICF-level  clients  in 
order  to  accommodate  the  backlog.  Because  of  the  premium 
on  beds,  nursing  homes  are  in  a position  to  admit  patients 
selectively. 


FIGURE  2 


United  States  Hawaii 


• The  Aging  of  the  Elderly  Population 
U.S.  and  Hawaii  to  Year  2000 


Source:  Hayashida  CT,  Sherman  S and  Sasaki  H.  Adult  Day  Care 
Centers  in  Hawaii:  Comprehensive  Assessment  for  Strategic 
Planning  for  the  1990s.  Kuakini  Geriatric  Care,  Inc,,  Honolulu, 
Hawaii.  December  1987.  Page  111-44. 


Patients  who  are  difficult  to  care  for  or  who  have  little  or 
no  financial  support  are  unlikely  to  be  chosen.  As  a result, 
their  families  are  experiencing  more  stress  and  burden,  which 
is  conducive  to  an  increase  in  elder  abuse  and  neglect  cases. 

As  for  current  and  projected  cost  of  health  care  services, 
according  to  the  Hawaii  State  Executive  Office  on  Aging,  it  is 
expected  to  grow  almost  exponentially  from  now  into  the  21st 
century.  Consider  these  sobering  statistics  given  in  today’s 
dollars.  Within  the  next  30  years  or  by  the  year  2020’: 

■ The  State’s  portion  for  the  Medicaid  program  for  elderly 
nursing  home  care  will  grow  by  more  than  1,300%  from 
$38.3  million  in  1991  to  over  $544  million.  This  represents 
only  33%  of  the  total  cost,  with  families  and  the  federal 
government  also  contributing  a third  each. 

■ The  total  long-term  care  bill,  including  the  costs  of  nurs- 
ing home  and  paid  home  care  in  Hawaii  will  grow  by  more 
than  1,000%  to  a staggering  $2.05  billion. 

The  national  deficit  that  has  exceeded  $4  trillion  does  not 
give  Hawaii  much  hope  that  the  federal  government  will  be 
the  expected  panacea.  Efforts  to  reduce  Medicare’s  rate  of 
expenditure  have  been  made  and  will  continue  to  be  made. 
The  U.S.  government  also  considers  its  participation  in  the 
Medicaid  program  as  a plausible  target  for  federal  budget  cuts 
in  the  years  ahead. 


Conclusion 

There  is  great  pressure  to  control  the  cost  of  health  care.  At 
the  same  time,  the  aging  population  will  have  a higher  preva- 
lence of  disease  and  will  require  more  intensive  acute  and 
long-term  care  services.  Hawaii,  with  its  limited  hospital  bed 
capacity  and  high  cost  of  care,  is  on  the  frontline  of  these 
challenges. 

To  keep  challenge  from  turning  into  crisis,  certain  strate- 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamlne 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  & is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  In  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon  '’  1/12  gr.  5.4  mg  in 
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bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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gies  are  necessary.  Patients  whose  health  is  likely  to  deterio- 
rate must  be  identified  before  it  does.  Once  these  patients  are 
identified,  there  must  be  effective  intervention.  The  special 
approach  to  geriatric  syndromes  and  chronic  diseases  common 
to  the  elderly  must  be  emphasized.  There  must  be  effective 
alternatives  to  hospitalization  and  institutional  long-term  care. 
(A  forthcoming  issue  of  this  2-part  article  will  discuss  such 
strategies.) 
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These  Glorious  Golden  Years! 

Remember,  old  folks  are  worth  a fortune, 
with  silver  in  their  hair,  gold  in  their  teeth, 
stones  in  their  kidneys,  lead  in  their  feet, 
and  gas  in  their  stomachs. 

I,  myself,  have  become  a little  older  since  I saw  you  last, 
and  a few  changes  have  come  into  my  life  since  then. 

Frankly,  I have  become  quite  a frivolous  old  gal. 

I am  seeing  five  gentlemen  every  day! 

As  soon  as  I wake  up.  Will  Power  helps  me  to  get  out  of  bed. 
Then  I go  to  see  John.  Soon,  Charley  Horse  comes  along,  and, 
when  he  is  here,  he  takes  a lot  of  time  and  attention. 

When  he  leaves,  Arthur  Ritis  shows  up  and  stays  the  rest  of  the 
day.  He  doesn’t  like  to  stay  in  one  place  very  long,  so  he  takes  me 
from  joint  to  joint.  After  such  a busy  day.  I’m  really  tired  and 
glad  to  go  to  bed  with  Ben  Gay!  What  a life! 


P.S.  — The  preacher  came  to  call  the  other  day. 

He  said  at  my  age  I should  be  thinking  about  the  hereafter. 

I told  him,  “Oh,  I do,  all  the  time.  No  matter  where  I am  — 
in  the  parlor,  upstairs,  in  the  basement  — I ask  myself, 
‘What  am  I here  after?”’ 


Lillian  Schwartz 
Kukui  0 Pohai  Nani 
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Henry  N.  Yokoyama  MD 


Life  in  These  Parts  ... 

Of  Dogs  and  Men 

“How’s  your  health  these  days,”  we 
inquired  of  Dennis  Meyer  who  had  missed 
several  Friday  morning  medical  confer- 
ences. “My  dog  and  my  son  are  out  of 
bounds,”  Danny  replied.  It  seems  that 
Danny  had  returned  from  a 4 am  emergency 
call  on  the  day  after  New  Year’s.  As  he 
groped  in  the  dark,  he  tripped  over  his  dog, 
apparently  a large  animal  that  blended  per- 
fectly with  the  bedroom  rug.  (The  Meyer 
family  had  burned  their  firecrackers  late  one 
day  and  their  dog  had  taken  refuge  in  the 
master  bedroom.)  “I  could  have  landed  on 
my  face,  so  I instinctively  rolled,  a jrerfect 
Olympic  10.”  “A  Judo  fall,  eh?”  “No,  it  was 
on  the  wrong  side  ...  I was  in  the  air  and  the 
thought  crossed  my  mind  ...  Shoot!  Three 
days  of  ice  and  traction.  And  that’s  what 
happened  ...  I ripped  my  back  muscles.” 
We  both  grimaced.  (Well,  his  son?  It  seems 
that  after  Denny  recovered  from  his  back 

injury,  his  son  gave  him  the  flu.) 

* * * 

QUOTABLES  ...  Infectious  disease 
specialist  Dick  Frankel  was  the  CPC  discus- 
sant on  February  14.  He  apologized:  “This 
being  Valentine’s  Day,  you  can  shoot  at  the 
speaker’s  heart  should  he  miss  the  diagnosis 

* * * 

Second  Opinion 

Scene:  Mid  Pac  CC  11th  hole  on  a 
February  Saturday  afternoon.  We  overhead 
pathologist  Art  Salcedo  remind  urologist 
Masaru  Koike:  “Masa,  I have  an  appoint- 
ment with  you  next  week.”  We  teased, 
“Better  do  a 2-finger  rectal  — he  may  want 
a second  opinion.”  Art  good-naturedly 
enjoined,  “Yeah,  you  can  bill  Medicare  for 
the  second  opinion.” 

Oncology  Dialogue 

A 58-year-old,  60-pack-year  oriental 
man  saw  his  PMD  for  cough  and  was  treat- 
ed with  antibiotics.  A month  later,  he  sud- 
denly developed  Lt-sided  clumsiness  and 
weakness  and  was  admitted  for  workup.  A 
family  history  revealed  that  both  parents 
and  2 brothers  had  died  of  cancer.  A resi- 
dent picked  up  a left  hemianopsia. 

(Continued)  >■ 


The  only  place  on 
Earth  not  governed 
by  Murphy’s  Law 

Meet  at  Otaka  Hotels  & Resorts  and  you 
simply  can't  go  wrong. 

Our  oceanfront  properties  offer  the  best 
value  in  meeting  and  convention  services. 

The  luxurious  Hawaiian  Regent  on  Waikiki 
Beach  can  easily  accommodate  groups  of  up 
to  900  with  3 ballrooms,  11  meeting  rooms 
and  an  exceptional  convention  services  staff. 

On  the  Big  Island,  the  Kona  Surf 
Resort  & Country  Club  has  31,000  sq.ft, 
of  meeting  space  including  ballrooms, 
meeting  rams  and  the  island’s  only 
convention/concert  facility. 

So,  plan  your  next  Hawaii  meeting 
at  Otaka  Hotels  & Resorts  - where  if 
something  can  go  right,  it  will. 

OTAKA  HOTELS  & RESORTS 

A New  TYadilion  in  Hawiiian  HospiUility 

Hawaiian  Regent 

2552  Kalakaua  Avenue,  Honolulu,  Hawaii  96815 
808-921-5184 

Kona  Surf  Re.sort  & Country  Club 
78-128  Ehukai  Street,  Kailua-Kona,  Hawaii  96740 
808-322-3411 
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INDONESIAN  IMPORTS 

Bali,  Borneo,  Lombok... 

Discover  the  magic  of  the  Spice  Islands  in  distinctive 
furniture,  ikats  and  art.  Quality  craftsmanship  at  tempting  prices. 

Visit  our  showroom  upstairs  from  Angelica's  Cafe 

(808)524-2290 

Gentry  Pacific  Center,  560  N,  Nimitz  Hwy. 

Suite  201 , Design  Center 

Hours:  Mon-Sat  10-2  or  by  appointment 
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L THE  QUEEN'S 
MEDICAL  CENTER 


VICE  PRESIDENT 

MEDICAL  STAFF  SERVICES 

The  Queen's  Medical  Center  is  seeking 
qualified  physician  candidates  for  the 
position  of  Vice  President,  Medical  Staff 
Services.  Applicants  should  contact  the 
Office  of  the  President  at  547-4423 
for  further  information. 


If  your  patient’s  health  comes  first. 
Where  does  your  business 
health  come? 


For  timely  news  you  can  use... 


BUSINESS 


Every  Miirnlav  .since  March  IH.  I96.t 


Pacific  Business  News 
P.O.  Box  833 
Honolulu,  Hawaii  96808 


Bill 

U Company 
LI  Me 


Card  No.. 


. Exp.  Date  . 


Signature  (required  for  charge  order) 

Name 

Title 


Charge  to  my 

□ Mastercard  □ Payment 

U Visa  Enclosed 

U Discover  Card 

□ 1 Year  $43 

□ 3 Years  $95 

(Within  Hawaii  Only) 


Company  Name  . 


Type  of  Business . 

Address 

City 

Zip 


State  _ 
Phone . 


First  Class  & Foreign 
rates  on  request. 

(808)  521-0021 


Radiologist  Howard  Arimoto  described  CT 
scans  showing  a 6;  cm’  RLL  mass  and  mets 
to  skull,  rib  cage  and  spine  confirmed  by 
nuclear  med  specialist  Michael  Ling’s 
nuclear  imaging.  Pathologist  Larry 
McCarthy  described  biopsies  of  the  RUQ 
and  RLL  tumors  as  “foci  of  subepithelial 
small  cell  Ca,  poorly  differentiated  with 
mitotic  figures.” 

Moderator  Ken  Sumida  asked,  “Dr 
Furuike,  can  you  give  us  some  hints  on  risk 
factors  and  presenting  symptoms  for  small 
cell  Ca?”  Pulmonologist  A1  Furuike  was 
concise:  “The  symptoms  are  those  of  a 
rapidly  growing  tumor  with  extensive  mets. 
The  main  risk  factors  are  smoking  and  radi- 
ation. Lesser  factors  include  exposure  to 
asbestos  and  industrial  gases.”  Ken  added, 
“In  my  residency,  I was  told  that  if  there 
were  no  smoking  history,  the  tumor  was  not 
small  cell  Ca.”  Pathologist  Grant 
Stemmerman  added  epidemiologic  data: 
“The  Japanese  as  a group,  given  the  same 
cigarette  consumption,  have  half  the  inci- 
dence of  lung  Ca.  It  must  be  genetic  and 
related  to  some  tumor-suppressing  factor 
absent  in  some  families.” 

Ken  turned  to  oncologist  Carl  Higuchi: 
“How  about  chemotherapy?”  Carl  painted  a 
dismal  picture  for  small  cell  Ca.  “The  sur- 
vival is  less  than  2 months  without  treat- 
ment and  7 to  1 1 months  with  treatment.” 
Ken:  “How  about  prophylactic  cranial  radi- 
ation in  patients  with  limited  disease?”  Carl: 
“Even  prophylactic  cranial  radiation  with 
chemotherapy  in  a patient  with  limited  dis- 
ease is  controversial.”  Ken  elucidated  fur- 
ther: “In  patients  over  65,  cranial  radiation 
is  contraindicated  because  of  the  high  inci- 
dence of  dementia.  Limited  disease  is  when 
the  cancer  is  intrathoracic  and  extensive  dis- 
ease when  the  cancer  is  extrathoracic.  So, 
should  we  try  to  pick  up  early  disease  with 
diagnostic  surveys?”  A1  Furuike  was  not 
enthused:  “Early  diagnosis  is  a matter  of 
luck.” 

Cancer  surgeon  Scott  Hundahl  contribut- 
ed one  of  his  gems:  “I  reviewed  the  litera- 
ture recently.  In  the  early  days,  all  lung  can- 
cers were  treated  surgically  ...  Small  cell 
C a in  the  lung  periphery  behaves  different- 
ly, as  a limited  disease,  so  in  a limited  sub- 
set, there  still  may  be  a role  for  surgery.  In 
older  series,  it  was  surgery,  then  chemo.  In 
recent  studies,  it  is  chemo,  then  surgery...” 

Eugene  Matsuyama  asked  if  there  were 
any  correlation  with  high  ethanol  consump- 
tion and  smoking.  Ken  turned  to  Stemmy: 
“Perhaps  with  squamous  cell  Ca?”  Stemmy: 
“No.”  Scott  added  an  aside:  “I  read  a recent 
article  that  claimed  drinking  green  tea  and 
smoking  had  less  lung  Ca.  Perhaps  it  was 
written  by  some  tea  growers  association  in 
Japan.”  Stemmy:  “We’ve  studied  green  tea 
and  black  tea  and  found  no  correlation  with 
lung  Ca.” 


(Continued  on  page  109)  > 
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COMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1991 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Susan  M.  Rice 


Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 


COMMITTED  TO  TOTAL  HEALTH  CARE 


Roche 

Laboratories 
presents  the 
Resource  Library 
for  patient 
information 


ROCHE 


r- 

t:fc 

r < 

‘'S!‘ 

i 

% 

K 

f. 

your  M«dk«t  problem  ^ 
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MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 


“laasssaa.'a!"" 


port  with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

You.  ycHir  awBcal 
aod  ymr  lr«atment  with 


'OX.  ■ 


Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


You,  Your  medical  problem 
and  vour  treatment  with 
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NEWS  AND  NOTES 

(Continued from  page  106) 

Conference  Notes 

Visiting  professor  Peter  Lipsky  from 
University  of  Texas  spoke  about  rheuma- 
toid arthritis  on  January  24  at  Mabel  Smytli. 

Rheumatoid  arthritis:  a.  80%  have  sig- 
nificant deformity,  b.  Treat  early  because 
most  of  the  loss  of  function  occurs  the  first 
year. 

Diagnosis  of  RA: 

Is  it  Arthritis? 

+ — 


Articular  Nonarticular  (Fibrositis 

or  fibromyalgia) 

Inflammatory  Noninflammatory 

Systemic  Asymptomatic: 

Seronegative 

Spondyloarthropathy 

<2  months  >2  months  (RA  or 

other  connective 
tissue  damage 

Fibrositis:  a.  Trigger  points,  b.  Pain  in  soft 
tissue,  c.  Non-restful  sleep 

Articular:  a.  Inflammatory  — High  C- 
Reactive  protein  and  high  sed  rate 

RA:  Almost  always  symmetrical 

< 2 months  > 2 months 


Viral  Infection  Rheumatoid  Arthritis 

Drug  Reaction  Other  connective  tissue 

disease 

Treatment  of  RA: 

a.  Therapy  is  empiric;  based  on  clinical 
experience  and  not  on  pathophysiologic 
or  pharmacologic  principles. 

b.  Relationship  between  drug  action  and 
disease  process  is  unclear: 

1.  Relevant  drug  action  is  often  unclear 

2.  Pathophysiology  of  the  disease 
evolves 

c.  No  major  impact  of  therapy  on  progres- 
sion to  deformity. 


Drugs  and  Agents 

nsad 

Slow- Acting 
Agents 

Anti-inflammatory 

Prominent 

Minimal 

Onset  Action 

Intermediate 

Delayed 

Effect  on  Acute  Phase 

Minimal 

Neutralization 

Effect  on  Bone  Erosion 

None 

Minimal 

Effect  on  Natural  Hx 

None 

None 

of  Dis 

*In  some  individuals,  NSAIDs  have  more 
profound  effect. 

Traditional  approach:  Start  with  NSAIDs 
and  then  use  slow-acting  agents. 


PENSION 

HEADACHES? 


GET  THE  CURE... 


Are  pension  details  giving  you  a headache?  Call  HICKS  and  get  the  cure.  As  third  Party 
administrators  of  qualified  retirement  plans,  HICKS  offers  complete  support  to  accountants  with 
consulting,  documentation  and  administration  for  their  clients. 

Clients  of  HICKS  enjoy  complete  discretion  of  trust  assets  while  never  having  to  worry  about 
compliance  issues  or  administration  duties.  With  HICKS,  all  required  Trust  Accounting, 
Participant  Allocations,  Government  Reporting  (including  IRS  form  5500)  and  Plan  Amendments 
are  handled.  And,  with  over  21  years  of  experience  behind  us,  accountants  enjoy  the  comfort  of 
knowing  their  clients'  plans  are  being  handled  by  the  best  in  the  business! 

So,  if  pension  headaches  are  getting  you  down,  call  HICKS  and  get  the  cure! 


’Self  Trustee  Plans 
’Standardized  Documents 
’Plan  Design  and  Amendment 
’Actuarial  Services 
’In-House  Continuing  Education 
’Training  for  Accountants 


’Profit  Sharing 
’401  (k)  Profit  Sharing 
’Money  Purchase  Pension 
’Target  Benefit  Pension 
’Defined  Benefit  Pension 
’125/Cafeteria  Plans 


PENSiCKM  SEFIVICES 


CPE 

rmrnn 


615  Piikoi  Street  • Suite  2020  • Honolulu  HI  96814  • (808)  523-0144 


Refinance  Now  With  a Chm  of  Lenders 

The  time  was  never  better  to  refinance  your  home  to  obtain  a more 
favorable  rate  or  to  get  cash  for  bin’ing  in  fee  or  any  other  need.  And 
remember,  we  have  access  to  more  than  one  lender  so  you  are  assured  of 
getting  the  best  rate. No  broker  fee.  It’s  included  in  the  points. 

CALL  NOW.  THE  TIME  WAS  NEVER  BETTER. 


ANTHONY  “BUSTER”  SHIM 

Mort^aqe  broker 

732-0707 
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Guess  Where  The  Future  Of 
Child  Care  Is  Headed? 


We’re  building  a whole  new 
city  here  in  Kapolei. 

And  soon  Seagull  Schools 
will  be  building  an  important 
part  of  it. 

Seagull  Schools  plans  to  de- 
velop the  state’s  largest  child 
care  center  in  the  City  of 
Kapolei.  This  1.25  acre  facility 
will  provide  care  for  up  to  280 
children. 

Obviously,  Seagull  thinks 
Kapolei  is  a youngster  with 
some  real  potential.  Which 
isn’t  surprising  when  you  con- 
sider that  the  population  of 
West  Oahu  will  increase  by  200 
percent  in  the  next  20  years. 
Some  of  Hawaii’s  largest  com- 
panies are  building  here.  And 
Kapolei  Shopping  Center  is 
scheduled  for  completion  in 
1993,  with  28  tenants  aboard 
and  more  on  the  way.  While 
hundreds  of  new  homes  are 
under  development  through- 
out the  area. 

If  you’re  looking  for  a place 
to  grow,  whether  you’re  nur- 
turing a business  or  a family, 
caU  us  at  544-3224. 

Because  there  are  big  rea- 
sons for  moving  to  Kapolei. 
And  lots  of  little  ones,  too. 


The 


A development  of  The  Estate  of  James  Campbell. 


Maka  0 Ka  Kauka 


Russell  T.  Stodd  MD 

Oh,  how  full  of  briers  is  this  working- 
day  world! 

A mini-flap  has  developed  in  regard 
to  the  removal  of  pterygium  at  the  time 
of  cataract  surgery.  A petition  was  filed 
by  an  Oahu  eye  surgeon  requesting  pay- 
ment, but  after  review  by  an  HCMS 
physician  panel  (including  an  ophthal- 
mologist), the  procedure  was  deemed 
not  reimbursable  unless  the  pterygium 
had  become  obstructive  to  vision. 
Behind  the  public  discussion.  Medicare 
officials  claim  that  this  combined  pro- 
cedure occurs  at  a frequency  of  about 
5%  or  less,  but  for  a particular  eye  sur- 
geon, the  rate  approaches  40  to  50%. 
Ah,  the  all-seeing,  all-knowing,  all- 
omniscient  computer  strikes  again. 

If  it  doesn’t  work,  expand  it. 

Our  State  government  only  2 years 
ago  enjoyed  a $500  million  surplus. 


While  it  would  seem  appropriate  to 
return  a large  measure  of  this  to  the  tax- 
payers, our  legislature  chose  not  to  do 
so.  The  product  of  their  action  was  that 
the  politicians  found  a way  to  spend  the 
money  by  funding  various  programs, 
for  example,  a luxurious  Capitol  reno- 
vation. However,  the  rest  is  a fiscal 
nightmare  because  those  programs 
funded  during  times  of  plenty  become  a 
terrible  burden  when  revenues  dry  up. 
Thus,  now  the  EMDE  cannot  fund  school 
repairs,  cannot  hire  more  teachers,  and 
Oahu’s  sewage  system  is  smelling  up 
the  north  Pacific.  The  State  hospitals 
have  been  put  on  a cash-only  basis  by 
suppliers  due  to  unpaid  bills. 
Additionally,  public  employee  incomes 
have  risen  at  4 times  the  pace  of  pay  in 
the  private  sector  during  the  past 
decade.  The  “solution,”  — an  additional 
tax  called  a LOTTERY! 

There  is  no  job  so  simple  that  it  can- 
not be  done  wrong. 

Today,  thanks  to  men  like  Edison 
and  Franklin,  and  frogs  like  Galvani’s, 
we  receive  almost  unlimited  benefits 
from  electricity.  For  example,  in  the 


CLASSIFIED  NOTICES 

To  place  a Classilied  Notice,  MEMBERS,  please  call  Association  Office  at  536-7702.  NON-MEMBERS,  please 
call  Leiiani  at  521-0021.  4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


SERVICES 

WILL  CONSIDER  ALL  OFFERS 

AINA  HAINA  PROFESSIONAL  BUILDING 

1,064  sf  turnkey  previous  medical  ofc.  & 837 
st  ofc,  space  available.  Lots  of  parking. 

GREAT  LOCATION 

Carolyn  Schnack  Darrow  (RA)  373-9644 

CHINESE  ACUPUNCTURE  CLINIC 

Exp,  acupuncturist.  HI  lie.  Wants  referrals.  Car 
acc.,  low  back,  work  comp,  stop  smoking,  lose  wt. 

1 155  Maunakea  St.  533-2498  LeAnne  Chee 
LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice  avail- 
able. Please  contact  Acute  Care  Medical 
Services.  262-4181. 


LOCUM  TENENS  AVAILABLE 

Family  Practice,  Pediatrics,  Urgent  Care. 

No  agency  fees.  Deal  direct.  923-2981 . 

ATTENTION  RADIOLOGISTS!!! 

Been  working  too  hard  in  paradise?  Help 
is  available!!  Contact  Sheryl  North,  M.D. 
for  professional  Locum  Tenens.  Call  or 
write  5878  Boweroft  Street,  #1,  Los 
Angeles,  CA  90016.  310-839-0733.  Then 
relax  while  I work! 


EMPLOYMENT  OPPORTUNITY 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S.  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in 
a Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


REAL  ESTATE 


MANOA 

Best  street.  4 bd.,  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 

$$  HIGH  YIELDS-LOW  RISK  $$ 

Real  Estate  Mortgages  available  for  invest- 
ment from  25K  to  250K.  Yield  3x  - 5x  bank 
CD  rate  depending  on  term  & risk.  Call  Bob 
or  BC  at  Hawaii  Federal  Mortgage  (942- 
5626)  to  receive  our  newsletter. 

$$$  THE  LOAN  ARRANGERS  $$$ 


Aloha  Unibed  VWiiy 


past  decade  scientists  developed  the 
laser,  an  electronic  appliance  that  emits 
a beam  of  light  so  powerful  that  it  can 
vaporize  a bulldozer  2,000  yards  away; 
yet  so  precise  that  doctors  can  use  it  to 
perform  delicate  operations  on  the 
human  eyeball,  provided  they  remem- 
ber to  change  the  power  setting  from 
“VAPORIZE  BULLDOZER”  to  “DEL- 
ICATE.” (Dave  Barry) 

If  God  created  us  in  his  own  image, 
we  have  more  than  reciprocated. 

To  practice  medicine  in  the  last 
decade  of  the  20th  century,  hospitals, 
doctors,  pharmacists,  and  other  health 
care  providers,  have  become  inextrica- 
bly tied  to  the  computer.  One  major 
downside  is  that  access  to  records  is 
now  all  too  easy.  A company.  Physician 
Computer  Network,  Inc.,  thinks  its 
swelling  data  base  of  patient  records 
will  become  a commercial  treasure.  An 
invisible  new  traffic  in  patients’  private 
medical  records,  prescription  records, 
and  hospital  data  is  alarming  physicians 
and  pharmacists.  Patients  with  AIDS 
and  other  ailments  are  especially  vul- 
nerable to  a breach  of  confidentiality. 
No  doubt,  ophthalmic  prescriptions, 
number  and  type  of  lOL  implants,  plus 
age,  sex  and  whatever  of  patients,  these 
data  are  at  the  computer  consoles  of 
Alcon,  Allergan,  Zeiss,  Storz, 
IntraOptics,  Merck,  etc,  whenever 
desired,  compliments  of  PCN  and  other 
hacker  invaders.  “Data  is  like  a whore. 
It  gets  passed  around  from  hand  to 
hand,  in  spite  of  the  rules.” 

The  function  of  the  expert  is  not  to  be 
more  right  than  other  people,  but  to 
be  wrong  for  more  sophisticated  rea- 
sons. 

Leaving  behind  a trail  of  confusion 
and  controversy  for  Medicare  recipients 
and  physicians  alike,  HCFA  Admin- 
istrator Gail  Wilensky  is  leaving  the 
agency.  In  his  perenniaJ  search  for  “yes 
persons,”  President  George  Bush  has 
appointed  Dr  Wilensky  to  deputy  assis- 
tant to  the  President  for  policy  develop- 
ment. One  of  her  jobs  will  be  to  advise 
the  President  on  health  care  reform 
issues.  In  her  place.  Associate 
Administrator  Robert  Streimer  will 
likely  be  the  acting  chief  until  a perma- 
nent agency  head  can  be  installed  after 
the  November  election.  No  changes  are 
expected  in  policies. 

Aloha,  and  keep  the  faith. 
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n 1992,  MIEC’s  $18-inillion  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


Uihe  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 

■ Financial  strength,  which  adds  more 
than  $1 5-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


iSJur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


|lEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 
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Highlights  of  the  HMA  Council  Meeting  of  April  10,  1992 


The  highlights  of  the  meeting  follow.  Those  present  were: 
S Wallach,  J Chang,  A Don,  J Spangler,  J McDonnell,  R 
Stodd,  L Sakai,  R Matsubara,  M Cheng,  P DeMare,  P 
Blanchette,  HH  Chun,  R Kimura,  HKW  Chinn,  M Shirasu,  C 
Kadooka,  R Goodale,  J Betwee,  H Percy,  T Smith,  G Goto,  J 
Lumeng,  WWY  Chang,  and  WM  Dang.  Also  present  were; 
Mrs  S Foo  and  Mrs  M Lau  - Auxiliary;  F Reppun  - Editor, 
HMJ;  V Woo  - Legal  Counsel;  WWL  Dang,  N Kaneshiro  - 
medical  student  and  guest  W Foo.  HMA  staff  present  were:  J 
Won,  N Jones,  B Kendro,  J Asato,  J Estioko,  L Tong,  P 
Kawamoto,  L Funai,  and  M Lindsey  - recording  secretary. 

HMA  Auxiliary  Immediate  Past  President  Maureen  Lau 
recommended  that  HMA  and  HMA  Auxiliary  “Adopt  a 
Highway”  to  keep  America  clean.  The  recommendation  was 
approved  by  the  Council. 

The  1993  HMA  Annual  Meeting  will  be  held  at  the  Ritz 
Carlton  Hotel  at  Kapalua,  Maui.  In  1994,  the  site  for  the 
HMA  Annual  Meeting  will  be  the  Ritz  Carlton  Maunalani, 
on  the  Big  Island.  The  $100  registration  fee  for  HMA  mem- 
bers attending  the  HMA  Annual  Meeting  was  approved. 
This  fee  will  include  two  tickets  to  the  Presidential 
Inauguration  Dinner  as  well  as  other  amenities. 

The  Council  approved  the  recommendation  from  the 
Medical,  Moral,  Ethical  and  Legal  Concerns  Committee  that 
a better  defined  process  be  developed  for  the  home  setting  of 
a patient  regarding  resuscitation.  This  should  incorporate 


discussions  between  the  patient,  family,  and  care  givers  so 
that  all  are  clear  before  the  critical  patient  is  transferred  to  a 
hospital  where  the  need  to  document  “Resuscitate/Do  Not 
Resuscitate”  orders  are  required.  On  the  basis  of  a consensus 
within  that  family  group  that  is  documented,  eg  on  a wallet 
card,  emergency  medical  teams  will  have  better  guidelines 
and  will  be  less  frustrated  when  it  comes  to  making  deci- 
sions. 

The  Council  approved  sponsorship  of  “Play-It-Safe”  col- 
oring books  and  calendars  for  children  in  schools. 

The  Council  also  supported  the  “Career  Shadowing”  pro- 
gram at  McKinley  High  School  that  will  assist  the  transition 
from  school  to  the  workplace.  This  program,  developed  by 
the  State  departments  of  Labor  and  Industrial  Relations  and 
Education,  is  asking  physicians  to  participate.  If  you  are 
interested  in  participating,  please  contact  HMA. 

A framed  “Lei  of  Aloha  to  All  Physicians”  ad  that 
appeared  in  the  Sunday  Star-Bulletin  and  Advertiser  on 
Doctors’  Day,  was  presented  to  HMA  by  Maureen  Lau. 

The  HMA  auxiliary  is  vigorously  campaigning  in  Hawaii 
against  “True  Crimes”  collectible  cards.  They  have  generat- 
ed media  coverage  and  the  support  of  the  Board  of 
Education. 

Andrew  Don  MD 
Secretary 
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Letter 
to  the 
Editor 


The  Marimed  Foundation  has  announced  $136,000  in  new 
corporation  and  foundation  gifts  and  pledges  for  its  new 
Ocean  Skills  and  Education  Program  for  Hawaii  Youth. 

The  funding  was  committed  by  1 2 Hawaii  corporations  and 
foundations:  $40,000  from  the  Robert  E Black  Memorial 
Trust  of  the  Hawaii  Community  Eoundation,  $26,000  from  the 
Bank  of  Hawaii,  $15,000  from  District  5000  (Hawaii)  Rotary 
Clubs,  $10,000  from  the  Ered  Baldwin  Memorial  Eoundation, 
$7,500  from  the  Mclnerny  Foundation,  $7,500  from  the 
Teresa  F Hughes  Trust  Estate,  $7,000  from  the  Pohaku  Eund, 
$5,000  from  The  Honolulu  Advertiser,  $5,000  from 
Gwenfread  Allen  Foundation,  $5,000  from  the  GN  Wilcox 
Trust,  $5,000  from  the  Atherton  Family  Foundation,  and 
$3,000  from  the  Elsie  H Wilcox  Eoundation. 


These  gifts  were  in  addition  to  $100,000  previously  com- 
mitted for  1 992  for  the  youth  programs  from  the  School  of  the 
Pacific  Islands  of  Thousand  Oaks,  Calif.  Marimed  also 
received  a $150,000  grant-in-aid  from  the  Hawaii  State 
Legislature  for  1991-92. 

Marimed  Foundation’s  Ocean  Skills  and  Education 
Program  for  Youth  is  a comprehensive  program  of  marine- 
based  experiential  or  hands-on  education,  skills  building,  track- 
ing and  support.  It  is  available  for  all  Hawaii  and  Marshallese 
youths,  ages  14  to  18,  both  male  and  female,  and  emphasizes 
leadership  development  and  community  service.  The  program 
is  conducted  on  board  Marimed’ s tallship  Tole  Mour,  a 156- 
foot,  3-masted,  square-topsail  schooner,  in  conjunction  with 
Marimed’s  ongoing  health  work  in  the  Marshall  Islands. 


( Continued  on  page  120)  >■ 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  ^ 


Effective  24-hour  control 
Single-agent  efficacy 
Well  tolerated' 

No  adverse  effects  on  td 
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‘The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

t Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

t Verapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 

BRIEF  SUMMARY 

Contraindications;  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  L(iL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  UjL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V,  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  |2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
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treatment  with  verapamil  in  hypertension.  Anglology.  1988:39:1025-1029. 


monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years,  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C,  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions;  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2,5%), 
headache  (2,2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1,2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macule^, 
sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco 
mastia,  galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 
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LETTER  TO  THE  EDITOR  (Continued  from  page  118) 


Youth  participants  either  make  passages  on  Tole  Mour 
between  Hawaii  and  the  Marshall  Islands  (Ocean  Voyage 
Program),  or  accompany  the  health  teams  on  board  the  ship  in 
the  outer  Marshall  Islands,  assisting  health  workers  and 
engaging  in  community  service  projects  while  receiving  voca- 
tional and  life  skills  training  (Island  Service  Program). 
Approximately,  160  boys  and  girls  (24  at  a time),  half  from 
Hawaii  and  half  from  the  Marshall  Islands,  participate  annual- 
ly in  the  program.  The  month-long  shipboard  experiences  are 
followed  by  one  year  of  tracking  and  support,  including  voca- 
tional training  and  job  placement. 

Commenting  on  these  new  gifts  and  pledges,  David 
Higgins,  president  of  Marimed,  said,  “These  corporate  and 
foundation  contributions  are  critical  to  Marimed  because  they 
reflect  the  commitment  of  Hawaii’s  private  sector  to  support 
an  innovative  ocean-based  youth  program  encouraged  and 
supported  by  both  the  Governor’s  Office  of  Youth  Services 
and  the  State  Legislature.  It  is  only  with  both  private  and  pub- 
lic sector  support  that  this  vital  new  program  serving  Hawaii’s 
youth  can  succeed.” 

Approximately  $125,000  still  must  be  raised  from  private 
sources  for  the  1992  program.  For  more  information  about 
Marimed  Foundation’s  Ocean  Skills  and  Education  Program 
for  Youth,  contact:  Marimed  Foundation,  1050  Ala  Moana 
Boulevard,  Building  D;  Honolulu,  Hawaii  96814;  telephone 
537-5586;  fax  526-9736. 

Ron  Olmstead 


The  Editor  replies: 

As  a supplement  to  the  article  in  the  March  1992  issue  of 
the  Journal,  this  directive  from  Ron  Olmstead  brings  good 
news  to  a Hawaii-based  philanthropical  and  educational  enter- 
prise of  which  Hawaii  in  the  Pacific  can  be  proud. 

J I Erederick  Reppun  MD 
Editor 


“If  you  can’t  do  without  the  snacks  between  meals,  try  elimi- 
nating the  meals  between  snacks.” 


CONFERENCE 

CONNECTIONS 

Put  your  meeting  on  the  line  with  our  new  teleconference  service. 

• New,  state-of-the  art  equipment  and  technology 

• Quality  voice  transmission 

• 24-hours  a day  Operator  service 

• Worldwide  coverage 

• Full  range  of  conference  services 

• New  Meet-Me  call  in  conference  service 

• Operator  Dial-Out  service  to  most  locations 

A teleconference  is  easy  as  picking  up  your  phone. 

Call  643-CONF  (643-2663)  for  information  and  reservations. 

pm  Hawaiian  Tel 

Beyond  the  call 
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Massive  pulmonary  embolism  presenting  as 
disseminated  intravascular  coagulation 

William  T Hart  MD* 

Carl  P Hallenborg  MD** 


Disseminated  intravascular  coagulation  (DIC)  can  be 
defined  as  evidence  of  activation  of  the  coagulation  mecha- 
nism resulting  in  proteolysis  of  fibrinogen  by  thrombin  and 
plasmin  and  an  acute  thrombocytopenia. 

The  association  of  pulmonary  embolism  (PE)  with  DIC  has 
recently  been  reported  but  in  reviewing  recent  textbooks  of 
hematology,  there  is  no  mention  of  PE  as  a cause  ofDlC'-^. 

Clinicians  need  to  be  made  aware  of  this  association  since 
it  affects  the  patient  who  is  thought  to  be  autoanticoagulated 
as  well  as  the  patient  who  has  DIC  of  unknown  cause.  PE 
needs  to  be  included  in  the  differential  diagnosis  of  an  autoan- 
ticoagulated state  and  in  DIC  of  unknown  etiology.  In  both 
instances  the  recommended  treatment  is  full-dose  intravenous 
heparin  therapy' 

Pulmonary  embolism  accounts  for  an  estimated  300,000 
hospitalizations  and  as  many  as  50,000  deaths  annually*. 
Despite  advances  in  diagnostic  imaging  it  may  go  undetected 
until  postmortem  examination.  Recognition  of  the  association 
between  DIC  and  pulmonary  embolism  may  enhance  the 
accuracy  of  the  clinical  diagnosis. 

We  report  2 cases  of  an  unusual  presentation  of  a massive 
PE  and  DIC. 


* Chief  Medical  Resident 
Department  of  Medicine 
John  A Bums  School  of  Medicine 

**  Chief,  Pulmonary  Division 
Department  of  Medicine 
John  A Bums  School  of  Medicine 

Presented  at  the  American  College  of  Physicians,  Hawaii  Scientific  Meeting, 
March  15,  1991. 
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William  T Hart  MD 

Division  of  Pulmonary  and  Critical  Care  Medicare 
Department  of  Medicine 
Stanford  University  Medical  Center 
Stanford,  CA  94305-5236 

Received  for  publication  May  17,  1991. 


Case  reports 

Case  1 

A 47-year-old  Japanese  man  complained  of  a sudden  onset 
of  shortness  of  breath,  hemoptysis  and  near  loss  of  conscious- 
ness. Twelve  days  earlier  he  had  undergone  coronary  artery 
bypass  grafting. 

He  was  known  to  have  had  diabetes  mellitus  and  hyperten- 
sion. Physical  examination  revealed  left  lung-field  crackles. 
The  admission  chest  roentgenogram  demonstrated  a small  left 
pleural  effusion.  Laboratory  tests  were  remarkable  for  throm- 
bocytopenia. On  arterial  blood  gas  analysis,  he  had  a widened 
A-a  gradient. 

A pulmonary  angiogram  demonstrated  multiple  bilateral 
pulmonary  emboli.  The  patient  subsequently  developed  bleed- 
ing into  the  thigh,  thrombocytopenia,  and  other  coagulation 
abnormalities.  Fibrin  split  products  (ESP)  were  increased, 
resulting  in  a decrease  of  the  fibrinogen  level.  A bone-marrow 
aspiration  was  read  as  normal.  A diagnosis  of  DIC  was  made. 
The  patient  recovered  after  treatment  with  full  heparinization. 

Case  2 

An  80-year-old  Caucasian  woman  with  a history  of  steroid- 
dependent  chronic  obstructive  pulmonary  disease  was  admit- 
ted to  hospital  for  treatment  of  Pseudomonas  pneumonia. 
CBC  and  platelets  were  normal  at  admission. 

Her  medical  history  was  also  notable  for  congestive  heart 
failure.  Physical  examination  revealed  dyspnea  without 
cyanosis.  The  patient  had  a prolonged  hospital  course  due  to 
persistent  weakness  and  shortness  of  breath.  Primary  hyper- 
thyroidism was  then  diagnosed.  An  acute  anemia  developed. 
ESP  were  increased  and  the  fibrinogen  level  was  decreased. 
Acute  thrombocytopenia  developed  and  DIC  was  diagnosed. 
Heparin  was  not  instituted  given  the  presence  of  hematologic 
abnormalities.  The  patient  died  and  at  autopsy  a massive,  sad- 
dle, pulmonary  embolus  was  found  completely  occluding  both 
right  and  left  lungs. 

Discussion 

Case  1 clinically  illustrates  DIC  associated  with  a pul- 
monary embolus.  Specifically,  there  was  an  acute  thrombocy- 
topenia and  evidence  of  activation  of  the  coagulation  mecha- 
nism resulting  in  proteolysis  of  fibrinogen  by  thrombin  and 
plasmin.  This  is  the  definition  of  D1C\ 
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To  stay  in  sound  financial  health,  many  hospitab  lease  their 
equipment  through  Bancorp  Leasing.  To  chart  one — Straub 
Clinic  and  its  new  Cardiac  Ultrasound  Machine,  a critical  heart 
monitoring  unit  in  Straub's  state-of-the-art  Cardiac  Cath  Lab. 

The  prognosb?  Bancorp  Leasing  b doing  well  with  its 
competitive  rates,  flexible  terms,  professional  service. 

Whether  you  need  a $10,000  computer  or  diagnostic 
equipment  a hundred  times  that,  give  Bancorp  Leasing 
a call  at  537-8810.  On  the  Neighbor  Islands, 

1-800-451-6022. 

Bancorp  Leasing  of  Hawaii 


The  ACCUPRIL 
Single-Agent  Commitment™ 


Parke-Davis  is  confident  that  for  many  of  your  hypertensive 
patients  ACCUPRIL  will  achieve  the  decrease  in  blood  pressure 
you  expect. 

If,  in  your  medical  judgment,  your  patient  requires  a diuretic  in 
addition  to  ACCUPRIL  at  any  time  during  ACCUPRIL  therapy, 
Parke-Davis  will  refund  your  patient’s  cost  of  the  diuretic.*^ 


ONCE-A-DAY 


ACCUPRIL. 

quinapril  HCI  tablets  10,  20,  40  mg 


* See  DOSAGE  AND  ADMINISTRATION  seelion  of  prescribing  information. 

f If.  after  an  adequate  trial  of  ACCUPRIL  alone,  based  on  your  medical  judgment  as  the  prescribing  physician,  you  determine  that  your  patient  requires  the  addition  of  a diuretic. 
Parke-Davis  will  refund  to  the  patient  his/her  cost  for  the  diuretic  prescription  less  any  amount  reimbursed  or  paid  for  by  an  HMO.  insurance  company,  or  any  other  plan  or  program. 

For  more  details,  ask  your  Parke-Davis  Representative  or  call  l-8(K)-955-3077. 

+ In  some  patients,  the  antihypertensive  effect  may  diminish  toward  the  end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administratio^g 
be  warranted.  jlS 

ACCUPRIL  is  available  in  10.  20.  and  40  mg  tablets.  Usual  initial  starting  dosage  is  10  mg  once  daily. 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibijo^ 
Please  see  brief  summary  of  prescribing  information  on  following  page.  m 
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ACCUPRIL. 


quinapril  HCI  tablets 


Accupril®  (Quinapril  Hydrochloride  Tablets) 

Before  prescribing,  please  see  full  prescribing  information.  A brief  summary  follows. 

INDICATIONS  AND  USAGE 

ACCUPRIL  is  indicated  for  the  treatment  of  hypertension.  It  may  be  used  alone  or  in  combination  with  thiazide  diuretics. 

In  using  ACCUPRIL  consideration  should  be  given  to  the  fact  that  another  angiotensin-converting  enzyme  (ACE)  inhibitor,  cap- 
topril  has  caused  agranulocytosis,  particularly  in  patients  with  renal  impairment  or  collagen  vascular  disease.  Available  data 
are  insufficient  to  show  that  ACCUPRIL  does  not  have  a similar  risk  (see  WARNINGS). 

CONTRAINDICATIONS 

ACCUPRIL  is  contraindicated  in  patients  who  are  hypersensitive  to  this  product  and  in  patients  with  a history  of  angioedema 
related  to  previous  treatment  with  an  ACE  inhibitor. 

WARNINGS 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and  larynx  has  been  reported  in  patients  treated  with 
ACE  inhibitors  and  has  been  seen  in  0,1%  of  patients  receiving  ACCUPRIL  Angioedema  associated  with  laryngeal  edema  can 
be  fatal  If  laryngeal  stridor  or  angioedema  of  the  face,  tongue,  or  glottis  occurs,  treatment  with  ACCUPRIL  should  be  discon- 
tinued immediately,  the  patient  treated  in  accordance  with  accepted  medical  care,  and  carefully  observed  until  the  swelling 
disappears  In  instances  where  swelling  is  confined  to  the  face  and  lips,  the  condition  generally  resolves  without  treatment, 
antihistamines  may  be  useful  in  relieving  symptoms. 

Where  there  is  involvement  of  the  tongue,  glottis,  or  larynx  likely  to  cause  airway  obstruction,  emergency  therapy  ihcluding 
but  not  limited  to  subcutaneous  epinephrine  solution  1:1000  (0.3  to  0.5  mL)  should  be  promptly  administered  (see  ADVERSE 
REACTIONS) 

Hypotension:  Symptomatic  hypotension  was  rarely  seen  in  uncomplicated  hypertensive  patients  treated  with  ACCUPRIL  but, 
as  with  other  ACE  inhibitors,  it  is  a possible  conseguence  of  therapy  in  salt/volume  depleted  patients,  such  as  those  previously 
treated  with  diuretics  or  dietary  salt  restriction  or  who  are  on  dialysis  (see  PRECAUTIONS.  DRUG  INTERACTIONS,  and 
ADVERSE  REACTIONS).  In  controlled  studies,  syncope  was  observed  in  0,4%  of  patients  (N  = 3203):  this  incidence  was 
similar  to  that  observed  for  captopril  (1%)  and  enalapril  (0.8%). 

In  patients  with  concomitant  congestive  heart  failure,  with  or  without  associated  renal  insufficiency.  ACE  inhibitor  therapy  may 
cause  excessive  hypotension,  which  may  be  associated  with  oliguria  or  azotemia  and,  rarely,  with  acute  renal  failure  and  death 
In  such  patients  A&UPRIL  therapy  should  be  started  at  the  recommended  dose  under  close  medical  supervision  These 
patients  should  be  followed  closely  for  the  first  2 weeks  of  treatment  and  whenever  the  dosage  of  antihypertensive  medication 
is  increased  (see  DOSAGE  AND  ADMINISTRATION) 

If  symptomatic  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and.  if  necessary,  normal  saline  may 
be  administered  intravenously,  A transient  hypotensive  response  is  not  a contraindication  to  further  doses,  however,  lower 
doses  of  ACCUPRIL  or  reduced  concomitant  diuretic  therapy  should  be  considered 

Neutropenia/Agranulocytosis:  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  marrow 
depression  rarely  in  patients  with  uncomplicated  hypertension,  but  more  frequently  in  patients  with  renal  impairment,  espe- 
cially if  they  also  have  a collagen  vascular  disease  such  as  systemic  lupus  erythematosus  or  scleroderma  Agranulocytosis  did 
occur  during  ACCUPRIL  treatment  in  one  patient  with  a history  of  neutropenia  during  previous  captopril  therapy.  Available  data 
from  clinical  trials  of  ACCUPRIL  are  insufficient  to  show  that,  in  patients  without  prior  reactions  to  other  ACE  inhibitors, 

ACCUPRIL  does  not  cause  agranulocytosis  at  similar  rates  As  with  other  ACE  inhibitors,  periodic  monitoring  of  white  blood 
cell  counts  in  patients  with  collagen  vascular  disease  and/or  renal  disease  should  be  considered 
Fetal/Neonatal  morbidity  and  mortality:  ACE  inhibitors,  including  ACCUPRIL,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women. 

When  ACE  inhibitors  have  been  used  during  the  second  and  third 
trimesters  of  pregnancy,  there  have  been  reports  of  hypotension, 

renal  failure,  skull  hypoplasia,  and  death  Oligohydramnios  has  ONir'P  A DAV* 

also  been  reported,  presumably  resulting  from  decreased  fetal  L ’yi wIMOC'rA'L'MT 

renal  function:  oligohydramnios  has  been  associated  with  fetal 
limb  contractures,  craniofacial  deformities,  hypoplastic  lung 
development,  and  intrauterine  growth  retardation. 

Prematurity  and  patent  ductus  arteriosus  have  been  reported 
although  it  is  not  clear  whether  these  occurrences  were  due  to 
the  Au-inhibitor  exposure  or  to  the  mother's  underlying  dis- 
ease. It  is  not  known  whether  exposure  limited  to  the  first 
trimester  can  adversely  affect  fetal  outcome 

A patient  who  becomes  pregnant  while  taking  ACE  inhibitors,  or  who  takes  ACE  inhibitors  when  already  pregnant,  should  be 
apprised  of  the  potential  hazard  to  her  fetus.  If  she  continues  to  receive  ACE  inhibitors  during  the  second  or  third  trimester  of 
pregnancy,  frequent  ultrasound  examinations  should  be  performed  to  look  for  oligohydramnios  When  oligohydramnios  is 
found.  ACE  inhibitors  should  generally  be  discontinued 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be  closely  observed  for  hypotension,  oliguria,  and  hyper- 
kalemia. If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and  renal  perfusion  Hemodialysis 
and  peritoneal  dialysis  have  little  effect  on  the  elimination  of  quinapril  and  quinaprilat. 

No  fetotoxic  or  teratogenic  effects  were  observed  in  rats  at  quinapril  doses  as  high  as  300  mg/kg/day  (180  and  30  limes  the 
maximum  daily  human  dose  when  based  on  mg/kg  and  mg/mL  respectively),  despite  maternal  toxicity  at  150  mg/kg/day 
Tested  later  in  gestation  and  during  lactation,  reduced  offspring  body  weight  was  seen  at  >25  mg/kg/day,  and  changes  in 
renal  histology  (juxtaglomerular  cell  hypertrophy,  tubular/pelvic  dilation,  glomerulosclerosis)  were  observed  both  in  dams  and 
offspring  treated  with  150  mg/kg/day.  Quinapril  was  not  teratogenic  in  the  rabbit:  however,  as  noted  with  other  ACE  inhibitors, 
maternal  toxicity  and  embryotoxicity  were  seen  in  some  rabbits  at  quinapril  doses  as  low  as  0.5  mg/kg/day  (one  time  the 
recommended  human  dose)  and  1.0  mg/kg/day,  respectively 
PRECAUTIONS 
General 

Impaired  renal  function:  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in  renal  function 
may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE  inhibitors,  including  ACCUPRIL.  may  be  associated 
with  Oliguria  and/or  progressive  azotemia  and  rarely  acute  renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen  and 
serum  creatinine  have  been  observed  in  some  patients  following  ACE  inhibitor  therapy.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  the  ACE  inhibitor  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  mon- 
itored during  the  first  few  weeks  of  therapy 

Some  hypertensive  patients  with  no  apparent  preexisting  renal  vascular  disease  have  developed  ihcreases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  ACCUPRIL  has  been  given  concomitantly  with  a diuretic.  This 
IS  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduction  and/or  discontinuation  of  any  diuretic 
and/or  ACCUPRIL  may  be  required 

Evaluation  of  hypertensive  patients  should  always  include  assessment  of  renal  function  (see  DDSAGE  AND 
ADMINISTRATION) 

Hyperkalemia  and  potassium-sparing  diuretics:  In  clinical  trials,  hyperkalemia  (serum  potassium  >5,8  mmol/L)  occurred  in 
approximately  2%  of  patients  receiving  ACCUPRIL.  In  most  cases,  elevated  serum  potassium  levels  were  isolated  values  which 
resolved  despite  continued  therapy.  Less  than  0 1%  of  patients  discontinued  therapy  due  to  hyperkalemia  Risk  factors  for  the 
development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use  of  potassium-sparing 
diuretics  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at  all, 
with  ACCUPRIL  (see  PRECAUTIDNS,  Drug  Interactions). 

Surgery/anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 

ACCUPRIL  will  block  angiotensin  II  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is  consid- 
ered to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Information  lor  Patients 

Angioedema:  Angioedema.  including  laryngeal  edema,  can  occur  with  treatment  with  ACE  inhibitors,  especially  following  the 
first  dose  Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema 
(swelling  of  face,  extremities,  eyes,  lips,  tong^ue,  difficulty  in  swallowing  or  breathing)  and  to  stop  taking  the  drug  until  they 
have  consulted  with  their  physician  (see  WARNINGS). 

Symptomatic  hypotension:  Patients  should  be  cautioned  that  lightheadedness  can  occur,  especially  during  the  first  few  days 
of  ACCUPRIL  therapy,  and  that  it  should  be  reported  to  a physician.  If  actual  syncope  occurs,  patients  should  be  told  to  not  take 
the  drug  until  they  nave  consulted  with  their  physician  (see  WARNINGS). 

All  patients  should  be  cautioned  that  inadequate  fluid  intake  or  excessive  perspiration,  diarrhea,  or  vomiting  can  lead  to  an 
excessive  fall  in  blood  pressure  because  of  reduction  in  fluid  volume,  with  the  same  consequences  of  lightheadedness  and 
possible  syncope. 

Patients  planning  to  undergo  any  surgery  and/or  anesthesia  should  be  told  to  inform  their  physician  that  they  are  taking  an 
ACE  inhibitor. 

Hyperkalemia:  Patients  should  be  told  not  to  use  potassium  supplements  or  salt  substitutes  containing  potassium  without 
consulting  their  physician  (see  PRECAUTIONS). 


Accupril®  (Quinapril  Hydrochloride  Tablets) 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (eg,  sore  throat,  fever)  which  could  be  a 
sign  of  neutropenia. 

NOTE.  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  ACCUPRIL  is  warranted.  This  information  is 
intended  to  aid  in  the  safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  adverse  or  intended  effects. 

Drug  Interactions 

Concomitant  diuretic  therapy:  As  with  other  ACE  inhibitors,  patients  on  diuretics,  especially  those  on  recently  instituted 
diuretic  therapy,  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy  with 
ACCUPRIL.  The  possibility  of  hypotensive  effects  with  ACCUPRIL  may  be  minimized  by  either  discontinuing  the  diuretic  or 
cautiously  increasing  salt  intake  prior  to  initiation  of  treatment  with  ACCUPRIL  If  it  is  not  possible  to  discontinue  the  diuretic, 
the  starting  dose  of  quinapril  should  be  reduced  (see  DDSAGE  AND  ADMINISTRATION). 

Agents  increasing  serum  potassium:  Quinapril  can  attenuate  potassium  loss  caused  by  thiazide  diuretics  and  increase  serum 
potassium  when  used  alone.  If  concomitant  therapy  of  ACCUPRIL  with  potassium-sparing  diuretics  (eg.  spironolactone, 
triamterene,  or  amiloride).  potassium  supplements,  or  potassium-containing  salt  substitutes  is  indicated,  they  should  be  used 
with  caution  along  with  appropriate  monitoring  of  serum  potassium  (see  PRECAUTIONS). 

Tetracycline  and  other  drugs  that  interact  with  magnesium:  Simultaneous  administration  of  tetracycline  with  ACCUPRIL 
reduced  the  absorption  of  tetracycline  by  approximately  28%  to  37% , possibly  due  to  the  high  magnesium  content  in 
ACCUPRIL  tablets.  This  interaction  should  be  considered  if  coprescribing  ACdUPRIL  and  tetracycline  or  other  drugs  that 
interact  with  magnesium. 

Lithium:  Increased  serum  lithium  levels  and  symptoms  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomi- 
tant lithium  and  ACE  inhibitor  therapy.  These  drugs  should  be  co-administered  with  caution,  and  frequent  monitoring  of  serum 
iithium  leveis  is  recommended.  If  a diuretic  is  also  used,  it  may  increase  the  risk  of  lithium  toxicity. 

Other  agents:  Drug  interaction  studies  of  ACCUPRIL  with  other  agents  showed 

• Multiple  dose  therapy  with  propranolol  or  cimetidine  has  no  eftect  on  the  pharmacokinetics  of  single  doses  of  ACCUPRIL. 

• The  anticoagulant  effect  of  a single  dose  of  warfarin  (measured  by  prothrombin  time)  was  not  significantly  changed  by 
quinapril  coadministration  twice-daily 

- ACCUPRIL  treatment  did  not  affect  the  pharmacokinetics  of  digoxin, 

• No  pharmacokinetic  interaction  was  observed  when  single  doses  of  ACCUPRIL  and  hydrochlorothiazide  were  administered 
concomitantly. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Quinapril  hydrochloride  was  not  carcinogenic  in  mice  or  rats  when  given  in  doses  up  to  75  or  100  mg/kg/day  (50  to  60  times 
the  maximum  human  daily  dose,  respectively,  on  a mg/kg  basis  and  3.8  to  10  times  the  maximum  human  daily  dose  when 
based  on  a mg/m'  basis)  for  104  weeks  Female  rats  given  the  highest  dose  level  had  an  increased  incidence  ol  mesenteric 
lymph  node  hemangiomas  and  skin/subcutaneous  lipomas.  Neither  quinapril  nor  quinaprilat  were  mutagenic  in  the  Ames  bac- 
terial assay  with  or  without  metabolic  activation.  Quinapril  was  also  negative  in  the  following  genetic  toxicology  studies:  in 
vitro  mammalian  cell  point  mutation,  sister  chromatid  exchange  in  cultured  mammalian  cells,  micronucleus  test  with  mice,  in 
vitro  chromosome  aberration  with  V79  cultured  lung  cells,  and  in  an  in  vivo  cytogenetic  study  with  rat  bone  marrow.  There 
were  no  adverse  effects  on  fertility  or  reproduction  in  rats  at  doses  up  to  100  mg/kg/day  (60  and  10  times  the  maximum  daily 
human  dose  when  based  on  mg/kg  and  mg/m',  respectively) 

Pregnancy 

Pregnancy  Category  D:  See  WARNINGS.  Fetal/Neonatal 
morbidity  and  mortality. 

Nursing  Mothers 

It  is  not  known  if  quinapril  or  its  metabolites  are  secreted  in 
human  milk.  Quinapril  is  secreted  to  a limited  extent,  however,  in 
milk  of  lactating  rats  (5%  or  less  of  the  plasma  drug  concentra- 
tion was  found  in  rat  milk).  Because  many  drugs  are  secreted  in 
human  milk,  caution  should  be  exercised  when  ACCUPRIL  is 
given  to  a nursing  mother. 

Geriatric  Use 

Elderly  patients  exhibited  increased  area  under  the  plasma  con- 
centration time  curve  (AUC)  and  peak  levels  lor  quinaprilat  compared  to  values  observed  in  younger  patients:  this  appeared  to 
relate  to  decreased  renal  function  rather  than  to  age  itself.  In  controlled  and  uncontrolled  studies  of  ACCUPRIL  where  918 
(21%)  patients  were  65  years  and  older,  no  overall  differences  in  effectiveness  or  safety  were  observed  between  older  and 
younger  patients.  However,  greater  sensitivity  of  some  older  individual  patients  cannot  be  ruled  out. 

Pediatric  Use 

The  safety  and  effectiveness  of  ACCUPRIL  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

ACCUPRIL  has  been  evaluated  for  safety  in  4960  subjects  and  patients.  Of  these.  3203  patients,  including  655  elderly  patients, 
participated  in  controlled  clinical  trials  ACCUPRIL  has  been  evaluated  for  long-term  safety  in  over  1400  patients  treated  for 
1 year  or  more. 

Adverse  experiences  were  usually  mild  and  transient 

Discontinuation  of  therapy  because  of  adverse  events  was  required  in  4,7%  of  patients  treated  with  ACCUPRIL  in  placebo- 
controlled  hypertension  trials. 

Adverse  experiences  probably  or  possibly  related  to  therapy  or  of  unknown  relationship  to  therapy  occurring  in  1%  or  more  of 
the  1563  patients  in  placebo-controlled  hypertension  trials  who  were  treated  with  ACCUPRIL  are  shown  below. 

Adverse  Events  in  Placebo-Controlled  Trials 


ACCUPRIL 
(N  = 1563) 
Incidence 
(Discontinuance) 


Placebo 

(N  = 579) 
Incidence 
(Discontinuance) 


Headache 

Dizziness 

Fatigue 

Coughing 

Nausea/Vomiting 

Abdominal  Pain 


5,6  (0,7) 

10,9  (0.7) 

3.9  0,8) 

2,6  (0.2) 

2,6  0.3 

1,0 

2.0  p 5) 

0.0 

1.4  0,3) 

1.9  (0.2) 

1,0(02) 

0,7 

Clinical  adverse  experiences  probably  or  possibly  related,  or  of  uncertain  relationship  to  therapy,  occurring  in  0,5%  to  1.0% 

(except  as  noted)  of  the  patients  treated  with  ACCUPRIL  (with  or  without  concomitant  diuretic)  in  controlled  or  uncontrolled 
trials  (N  = 4397)  and  less  freguent,  clinically  significant  events  seen  in  clinical  trials  or  post-marketing  experience  (the  rarer 
events  are  in  italics)  include  (listed  by  body  system): 

General:  back  pain,  malaise 

Cardiovascular:  palpitation,  vasodilation,  tachycardia,  heort  laiiure,  hyperkaiemia,  myocardial  inlarction,  cerebrovascular 

accident,  hypertensive  crisis,  angina  pectoris,  orthostatic  hypotension,  cardiac  rhythm  disturbances 

Gastrointestinal:  dry  mouth  or  throat,  constipation,  gastrointestinal  hemorrhage,  pancreatitis,  abnormal  liver  function  tests 

Nervous/Psychiatric:  somnolence,  vertigo,  syncope,  nervousness,  depression 

Integumentary:  increased  sweating,  pruritus,  exfoliative  dermatitis,  photosensitivity  reaction 

Urogenital:  acute  renal  failure 

Other:  amblyopia,  pharyngitis,  sinusitis,  bronchitis,  agranulocyfosis.  thrombocytopenia 

Angioedema'  angioedema  has  been  reported  in  patients  receiving  ACCUPRIL  (0. 1%).  Angioedema  associated  with  laryngeal 
edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatment  with  ACCU- 
PRIL should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 
Hematology:  (See  WARNINGS) 

Hyperkalemia;  (See  PRECAUTIONS) 

Creatinine  and  blood  urea  nitrogen:  Increases  (>1.25  times  the  upper  limit  of  normal)  in  serum  creatinine  and  blood  urea 
nitrogen  were  observed  in  2%  and  2%.  respectively,  of  patients  treated  with  ACCUPRIL  alone.  Increases  are  more  likely  to 
occur  in  patients  receiving  concomitant  diuretic  therapy  than  in  those  on  ACCUPRIL  alone.  These  increases  often  remit  on 
continued  therapy 

* In  some  patients,  the  antihypertensive  effect  may  diminish  toward  the 
end  of  the  once-daily  dosing  interval.  In  such  patients,  an  increase  in 
dosage  or  twice-daily  administration  may  be  warranted. 
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MASSIVE  PULMONARY  (Continued from  page  12 1) 


The  biochemical  abnormalities  can  be  detected  by  testing 
tor  circulating  fibrin  monomers  and  fibrin-degradation  prod- 
ucts. Once  the  occurrence  of  PE  and  DlC  was  recognized, 
treatment  with  heparin  corrected  the  hematologic  abnormali- 
ties and  allowed  the  patient  to  recover. 

Case  2 serves  as  a reminder  that  even  in  those  clinical  set- 
tings in  which  DIC  can  occur.  PE  may  be  present  and  should 
be  considered  even  if  laboratory  examination  suggests  autoan- 
ticoagulation. The  presence  of  an  autoanticoagulation  picture 
should  not  deter  the  clinician  from  treating  with  full  doses  of 
heparin,  since  the  autoanticoagulation  may  represent  DIC  sec- 
ondary to  PE'•’•^ 

This  association  between  PE  and  DIC  is  not  well  known'’'. 
The  proposed  mechanisms  by  which  PE  may  result  in  DIC 
include:  Liberation  of  tissue  factors,  endothelial  damage,  vas- 
cular malformation,  decreased  blood  flow’. 

Stahl  studied  this  association  in  6 patients  with  DIC  of 
unknown  etiology  and  in  each  case  he  was  able  to  document, 
■ V pulmonary  angiogram  or  scanning,  coexisting  PE.  Included 
ere  patients  with  DIC  and  DVT,  DIC  after  aortic  valve 
placement,  DIC  after  uncomplicated  hemicolectomy  for  a 
;nign  villous  adenoma,  DIC  and  ulcerative  colitis,  DIC  post- 
)dominaI  aortic  surgery  and  DIC  after  a cesarean  section.  All 
ises  were  found  to  have  coagulation  abnormalites  and  evi- 
:nce  of  DIC  with  thrombocytopenia.  Eull-dose  heparin  treat- 
ent  resolved  their  hematologic  abnormalities  as  well  as  their 
ilmonary  emboli'. 


PE  as.sociated  with  an  elevation  of  ESP  was  first  described 
by  Merskey.  Elevated  ESP  was  thought  to  represent  the  defib- 
rination syndrome  wherein  fibrinolysis  was  the  result  of 
degradation  and  re.solution  of  emboli’.  Recent  evidence  sug- 
gests that  PE  itself  activates  the  coagulation  mechanism 
resulting  in  increased  ESP  and  decreased  fibrinogen  levels; 
this  activation  is  not  expected  to  occur  from  fibrinolysis  of  an 
embolus. 

Support  for  this  concept  comes  from  the  finding  that  the 
fibrin  formed  after  embolization  has  occurred  is  different  from 
the  fibrin  in  the  original  embolus  itself.  A study  in  dogs  in 
which  an  1-125  fibrin-labeled  autologous  clot  was  embolized 
into  the  dog  lung,  revealed  that  the  subsequent  appearance  of 
fibrin  degradation  products  did  not  contain  the  radioactive 
label.  Heparin  given  just  prior  to  embolization  was  able  to 
markedly  inhibit  the  consumption  of  fibrinogen  and  the  pro- 
duction of  degradation  products*.  This  suggests  further  evi- 
dence that  DIC  occurred  secondary  to  PE;  rather  than  fibrinol- 
ysis of  the  embolus. 

This  appears  to  be  a specific  activation  that  occurs  in  the 
lung;  patients  with  thrombophlebitis  or  deep  venous  thrombo- 
sis give  no  evidence  of  DIC  or  of  an  increase  in  ESP  unless 
there  is  also  a PE’*.  In  a study  of  46  patients  with  suspected 
PE,  the  concentration  of  ESP  when  compared  with  the  angio- 
graphic findings  revealed  that  PSP  was  increased  above  10 
micrograms  per  milliliter  in  19  patients  with  angiographically 
documented  PE  and  were  not  elevated  at  all  in  the  22  patients 

(Continued  on  page  134)  >■ 
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. . . highly  sophisticated  research 


Human  hematopoietic  growth  factors 

Amy  H Matayoshi* 

Jeffrey  M Nakamura  MD**  (posthumously) 


The  proliferation  and  the  differentiation  of  bone  marrow 
progenitor  cells  are  regulated  by  glycosylated  hematopoietic 
hormones.  The  major  site  of  hematopoiesis  is  in  the  stromal 
matrix  of  the  bone  marrow,  with  secondary  sites  in  the  spleen, 
kidney  and  thymus.  The  cellular  components  of  the  blood  are 
thought  to  be  derived  from  a pluripotent  stem  cell.  The  periph- 
eral blood  cells  possess  limited  life  spans  in  the  circulatory 
system.  Their  numbers  must  be  maintained  under  nonnal  con- 
ditions, and  they  must  respond  to  the  various  environmental 
stresses  placed  upon  the  body.  For  example,  the  number  of 
circulating  leukocytes  increases  rapidly  when  an  individual 
experiences  severe  infection'^ 

Four  of  the  major  human  myeloid  growth  factors  will  be 
discussed.  Erythropoietin  stimulates  the  production  of  red 
blood  cells.  Three  colony-stimulating  factors:  Granulocyte 
colony-stimulating  factor  (G-CSF),  granulocyte-macrophage 
colony  stimulating  factor  (GM-CSF),  and  interleukin  III  (IL- 
3),  all  influence  the  production  and  the  maturation  of  the  vari- 
ous types  of  leukocytes. 

These  hormones  have  been  biosynthetically  isolated 
and  cloned,  by  means  of  recombinant  DNA  technolo- 
gy. The  production  of  these  factors  in  large  quantities 
enables  researchers  to  study  their  specific  activities  in 
great  detail  and  to  analyze  their  therapeutic  relevance. 
Clinical  trials  are  currently  being  conducted  to  further 
elucidate  their  potential  for  increasing  the  numbers  and 
the  activities  of  the  various  blood  cells. 

The  hematopoietins 

The  hematopoietic  proteins  were  first  identified  and 
purified  from  a variety  of  sources.  In  the  late  1960s,  the 
colony-stimulating  factors  were  identified  using  cell- 
culture  colony-formation  assays.  These  assays  consist- 
ed of  2 layers  placed  in  a small  laboratory  dish.  The 
first  layer  on  the  bottom  of  the  dish,  the  “feeder  layer,” 
was  compri.sed  of  various  types  of  white  blood  cells  in 
a semisolid  medium.  Bone  marrow  cells  were  placed 
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on  top  of  this  feeder  layer.  When  incubated,  colonies  of  differ- 
entiated white  blood  cells  formed  the  second  layer.  Altering 
the  contents  of  the  feeder  layer  resulted  in  the  formation  of 
various  types  and  numbers  of  colonies^ 

The  hematopoietic  proteins  were  initially  purified.  In  gen- 
eral, their  amino-acid  sequence  was  used  to  construct  cDNA 
probes.  These  probes  were  used  to  isolate  the  desired  gene 
from  the  human  DNA  library.  The  recombinant  DNA  was 
cloned  and  inserted  into  mammalian  or  bacterial  vectors, 
along  with  various  enhancers  or  promoters  designed  to  ampli- 
fy the  expression  of  the  gene  for  the  large  scale  production  of 
the  hormone.  The  successful  utilization  of  recombinant  DNA 
technology  allowed  for  extensive  experimentation  with  these 
factors  in  clinical  trials. 

Erythropoietin  was  first  isolated  and  purified  from  the 
urine  of  a patient  with  aplastic  anemial  The  amino  acid 
sequence  was  obtained  and  used  to  construct  a DNA  probe. 
This  probe  was  used  to  identify  the  corresponding  cDNA, 
which  was  then  placed  into  mammalian  cells.  Mammalian 


METHODS  FOR  CLONING  AND  EXPRESSING 
THE  RECOMBINANT  HUMAN  ERYTHROPOIETIN 


FIGURE  1 ; This  figure  outlines  the  steps  utilized  to  done  and  to  express  the 
gene  for  erythropoietin.  Erythropoietin  was  the  first  of  the  hematopoietic 
growth  factors  to  be  manufactured  biosynthetically.  The  form  of  erythropoietin 
used  in  dinical  trials  is  produced  only  in  mammalian  cells. 
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cells  were  utilized  as  the  host  cell  for  erythropoietin  because 
of  the  inability  of  bacterial  and  yeast  cells  to  perform  the  nec- 
essary glycosylation  steps  in  producing  the  biologically  active 
form  of  the  recombinant  gene.  The  biosynthetically  produced 
erythropoietin  used  in  clinical  trials  is  identical  to  the  original, 
purified,  urinary  form. 

The  cDNA  for  G-CSF  was  developed  using  a structural 
approach.  The  natural  hematopoietin  was  first  purified  from 
human  cell  lines  and  from  normal  placentae'.  These  purified 
factors  were  subjected  to  structural  analysis  and  the  resultant 
amino-acid  sequence  was  used  to  construct  the  nucleotide 
sequence  of  different  regions  of  DNA.  Hybridization  probes 
were  constructed  to  select  the  G-CSF  cDNA  from  the  human 
DNA  library  to  isolate  the  gene-.  The  isolated  cDNA  sequence 
was  inserted  into  E.coli  and  also  into  mammalian  cells  to  pro- 
duce the  functional  hormone.  The  nonglycosylated  form  of  G- 
CSF  is  used  in  clinical  trials. 

The  trace  physiological  quantities  of  GM-CSF  present  in 
its  natural  form  made  purification  difficult.  Therefore,  a dif- 
ferent strategy  was  employed  for  the  identification  and  the 
production  of  GM-CSF.  HTLV-II  transformed  T-lymphoblast 
cell  lines  induced  the  production  of  GM-CSF  and  other  regu- 
latory hormones.  The  GM-CSF  was  partially  purified. 
However,  the  limited  yield  of  the  natural  protein  made 
sequencing  of  the  protein  difficult.  Therefore  cDNA  clones 
were  transiently  expressed  in  COS-1  (monkey)  cells  to  con- 
struct cDNA  libraries  of  approximately  300  recombinants'k 
These  libraries  were  tested  to  see  if  they  induced  the  secretion 
of  GM-CSF  in  various  assays. 

The  expression  of  GM-CSF  mRNA  in  various  cells  such  as 
lectin-stimulated  periph- 
eral blood  lymphocytes, 
and  some  mature  T-cell 
lines  led  to  the  further 
isolation  of  GM-CSF 
clones  from  the  cDNA 
libraries'k  The  natural 
GM-CSF  was  purified, 
using  column  chromatog- 
raphy and  2 reversed- 
phase  high-performance 
liquid  chromatography 
(HPLC)  steps.  The 
recombinant  GM-CSF 
was  produced  in  large 
quantities  using  DNA 
transfection.  Introducing 
the  recombinant  DNA 
into  COS-1  cells  allowed 
for  production  of  recom- 
binant GM-CSF,  which 
also  aided  in  the  purifica- 
tion process.  The  recom- 
binant protein  showed  no 
difference  in  specific 
activity  as  compared 
with  the  natural  protein. 

The  large  amounts  of  the 
recombinant  protein 


available  facilitated  the  sequencing  of  the  gene. 
Commercially,  GM-CSF  is  produced  in  3 different  expression 
vectors:  Mammalian  cells,  yeast  cells,  and  bacterial  cells 
{E.coUy.  These  3 vectors  produce  different  levels  of  glycosy- 
lation as  compared  to  the  natural  protein. 

The  cDNA  for  IL-3  was  made  through  methods  similar  to 
those  used  to  produce  GM-CSF.  IL-3  was  the  most  difficult  of 
the  human  growth  factors  to  be  isolated^  The  IL-3  was  puri- 
fied in  activated  T-cells.  The  cDNA  of  a gibbon  T-cell  line 
encoding  a multilineage  CSF  believed  to  be  similar  to  IL-3 
was  used  as  a hybridization  probe  to  identify  the  human 
gene^'^  The  direct  functional  analysis  of  the  products  of  cDNA 
clones  introduced  into  mammalian  cells  in  the  appropriate 
expression  vector  was  a novel  approach  to  identify  and  to  pro- 
liferate the  hematopoietin. 

Signal  transduction 

The  mechanisms  by  which  the  hematopoietic  growth  fac- 
tors affect  their  target  cell  have  not  yet  been  clearly  delineat- 
ed. Each  growth  factor  binds  to  one  specific  receptor  on  the 
target  cell  surface*  '^  The  method  and  the  prevalence  of  bind- 
ing suggests  that  the  individual  receptors  may  affect  the  shape 
and.  therefore,  the  ability  of  other  receptors  to  bind  to  their 
specific  factor.  The  synergistic  effects  of  the  various  growth 
factors  involve  the  interactions  between  the  receptors  and  the 
growth  factors  bound  to  them*.  The  receptors  may  be  activated 
transiently  and  may  activate  other  growth  proteins  or  sec- 
ondary messengers  such  as  cAMP  or  cGMP,  depending  on  the 
mechanism  of  signal  transduction  in  the  stimulatory 
pathway''-^  The  control  of  hematopoiesis  lies  in  the  proper 

identification  of  the  cell 
surface  receptors  and 
their  relationships  to  the 
other  receptors  during 
hematopoietic  differentia- 
tion. In  order  to  maintain 
normal  growth  as  well  as 
to  promote  rapid  respons- 
es to  environmental 
stresses,  the  cascading 
events  which  initiate  the 
proliferation  and  the  dif- 
ferentiation of  the 
pluripotent  stem  cell  must 
be  identified.  The  make- 
up of  the  receptors  for 
erythropoietin,  IL-3,  GM- 
CSF,  and  G-CSF  have  not 
yet  been  constructed. 
Because  of  the  synergistic 
effects  of  the  hematopoi- 
etic hormones,  it  has  been 
difficult  to  isolate  or  to 
identify  the  receptors. 
The  receptor  structures 
are  expected  to  be  as 
diverse  as  the  structures 
of  the  hormones  them- 
selves’. 


METHODS  FOR  CLONING  AND  EXPRESSING 
THE  RECOMBINANT  HUMAN  GM-CSF 


FIGURE  2:  This  figure  outlines  the  steps  utilized  to  clone  and  to  express  the 
gene  for  GM-CSF.  IL-3  was  cloned  and  expressed  using  similar  methods.  The 
trace  quantities  of  these  hormones  caused  difficulty  in  the  large  scale  produc- 
tion of  the  genes.  However,  recombinant  DNA  technology  has  made  it  possible 
to  yield  large  quantities  of  these  hormones.  This  allowed  for  research  into  the 
clinical  applications  of  these  two  hematopoietic  hormones. 
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GROWTH  AND  DIFFERENTIAL  OF 
THE  HEMATOPOIETIC  STEM  CELL 


FIGURE  3:  This  figure  provides  an  overview  of  hematopoiesis.  The  primary  uncommit- 
ted progenitor  cell  is  the  pluripotent  stem  cell.  A cell  closely  related  to  this  cell  is  the 
CFU-BLAST,  a multipotent  cell  identified  using  the  CFU-blast  colony  assay".  The  first 
step  in  the  differentiation  of  the  stem  cell  is  a division  into  two  major  cell  lineages.  The 
growth  of  the  lymphoid  cells  and  the  myeloid  cells  (CFU-GEMM)  are  influenced  by  the 
various  hematopoietic  hormones.  The  various  progenitor  cells  were  identified  in  vitro  as 
CFU-GEMM  (colony-forming  unit,  granulocyte-erythrocyte-monocyte-megakaryocyte); 
BFU-E  (burst-forming  unit-erythroid);  CFU-MEG  (CFU-megakaryocyte);  CFU-Eo  (CFU- 
eosinophil);  CFU-E  (CFU-erythroid);  and  CFU-GM  (CFU-granulocyte-monocyte). 


Erythropoietin 

Erythropoietin  regulates  the  production  of  red  blood  cells. 
It  is  produced  in  the  peritubular  cells  of  the  kidneys,  circulated 
via  the  plasma  and  excreted  in  the  urine.  Renal  production  of 
erythropoietin  is  directly  proportional  to  hypoxemia. 
Erythropoietin  was  the  first  hematopoietic  growth  factor  to  be 
identified  and  cloned  in  mammalian  cells.  The  gene  for  ery- 
thropoietin is  located  on  the  long  arm  of  chromosome  7 
(Table- 1)"". 

The  recombinant  hormone  used  in  clinical  trials  is  derived 
from  mammalian  cells,  due  to  the  patterns  of  glycosylation 
necessary  for  the  activation  of  the  protein.  The  hormone  was 


first  used  in  patients  with  renal  failure,  a con- 
dition associated  with  a decrease  in  erythro- 
poietin production  and  marrow  sensitivity. 
Anemia  associated  with  a decrease  in  the  num- 
ber of  red  blood  cells  often  accompanies  dialy- 
sis, and  this  is  a result  of  the  low  levels  of  ery- 
thropoietin and  the  increase  of  inhibitors  and 
toxins.  Recombinant  erythropoietin  adminis- 
tration has  been  shown  to  increase  the  ery- 
throid  lineage,  stimulating  a dose-dependent 
rise  in  hematocrit  levels.  This  has  led  to  sub- 
jective improvement  in  sleeping  and  waking 
patterns,  exercise  capability,  energy,  appetite, 
and  libido'.  The  side  effects  of  erythropoietin 
were  controlled  by  regulating  the  rise  of  hema- 
tocrit levels  to  6%  per  month'.  Hypertension 
may  occur  as  a result  of  the  increase  in  blood 
volume  or  in  blood  viscosity  and  must  be 
closely  monitored. 

Anemias  associated  with  decreased  levels 
of  erythropoietin  are  expected  to  benefit  from 
erythropoietin  therapy.  However,  reports  have 
shown  that  anemias  associated  with  normal  or 
high  serum  erythropoietin  levels  also  show' 
improvement  in  response  to  erythropoietin 
therapy'.  Patients  with  severe  anemia  or 
rheumatoid  arthritis,  for  whom  transfusions 
are  contraindicated,  may  benefit  from  erythro- 
poietin treatments'. 

Anemias  accompanying  various  forms  of 
therapy  can  also  be  treated  with  synthetic  ery- 
thropoietin. For  example,  zidovudine  (AZT) 
treatment  in  AIDS  patients  causes  anemia'. 
Simultaneous  administration  of  erythropoietin 
has  been  successful  in  combating  the  anemia 
in  patients  receiving  AZT  unless  the  serum 
erythropoietin  levels  were  greater  than  500  mu 
per  milliliter  before  therapy'.  This  would 
allow  for  adequate  dosage  and  duration  of 
zidovudine  treatment  in  patients  with  AIDS. 

Erythropoietin  also  may  be  used  on  surgi- 
cal patients,  reducing  the  need  for  transfusion. 
Theoretically,  the  increase  of  erythrocyte  pro- 
duction by  erythropoietin  will  improve  the 
patient’s  ability  to  recover  from  red-cell  deple- 
tion. Erythropoietin  would  need  to  be  adminis- 
tered before,  during  and  after  surgery.  This 
would  reduce  the  risk  inherent  in  giving  transfusions  and  per- 
haps ultimately  the  risk  of  the  surgical  procedure  itself. 

IL-3 

IL-3  stimulates  the  proliferation  of  stem  cells  and  commit- 
ted progenitors  of  multiple  lineage  cells.  It  is  an  early-acting 
factor  that  stimulates  proliferation  of  an  enormous  range  of 
cell  types.  Clinical  trials  with  the  administration  of  IL-3  ha'  e 
begun  but  the  results  of  these  trials  have  not  yet  been  reported. 
IL-3  was  first  produced  by  Yang  et  al  in  cultured  monkey 
cellsL  The  inducible  cellular  source  of  IL-3  is  the  T-lympho- 
cyte.  The  gene  for  IL-3  is  located  on  the  long  arm  of  chromo- 
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ONiy  ONE  H, -ANTAGONIST  HEALS  REFLDX  ESOPHAGITIS 
AT  OUOOENAL  ULCER  OOSAGE.  ONIY  ONE. 

Of  all  the  H2-receptor  antagonists,  only  Axid  heals  and 
relieves  reflux  esophagitis  at  its  standard  duodenal  ulcer  dosage. 

Axid,  150  mg  b.i.d.,  relieves  heartburn  in  86%  of  patients 
after  one  day  and  93%  after  one  week. ' 

ACID  TESTED.  PATIENT  PROVEN. 
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AXID 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for 
complete  prescribing  information 
Indications  and  Usage;  1 Active  duodenal  ulcer- 
for  up  to  8 weeks  of  treatment  at  a dosage  of  300  mg 
h.$.  or  150  mg  b i d.  Most  patients  heal  within  4 weeks 

2.  Maintenance  therapy  - for  healed  duodenal  ulcer 
patients  at  a dosage  of  150  mg  h.s.  at  bedtime.  The 
consequences  of  therapy  with  Axid  for  longer  than  1 
year  are  not  known, 

3.  Gastroesophageal  reflux  disease  (GERDHoi  up 
to  12  weeks  of  treatment  of  endoscopically  diagnosed 
esophagitis,  including  erosive  and  ulcerative  esophagitis, 
and  associated  heartburn  at  a dosage  of  150  mg  b.i.d. 

Contraindication:  Known  hypersensitivity  to  the  drug 
Because  cross  sensitivity  in  this  class  of  compounds  has 
been  observed.  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history 
of  hypersensitivity  to  other  H^-receptor  antagonists. 

Precautions:  General-^.  Symptomatic  response  to  nizatidine  therapy  does  not  preclude  the  presence 
of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the  disposition  of 
nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesfs- False-positive  tests  I'ur  urobilinogen  with  Multistix*  may  occur  during  therapy. 

Drug  Interactions -tio  interactions  have  been  observed  with  theophylline,  chlordiazepoxide,  lorazepam, 
lidocaine,  phenytoin.  and  warfarin  Axid  does  not  inhibit  the  cylochrome  P-450  enzyme  system;  therefore, 
drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given 
very  high  doses  (3,900  mg)  of  aspirin  dally,  increased  serum  salicylate  levels  were  seen  when  nizatidine, 
150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A 2-year  oral  carcinogenicity  study  in  rats  with 
doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended  daily  therapeutic  dose)  showed  no  evidence 
of  a carcinogenic  effect.  There  was  a dose-related  increase  in  the  density  of  enierochromaffin-like  (ECL)  cells 
in  the  gastric  oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male 
mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high-dose  males  as  compared  with 
placebo.  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330  times  the  human  dose)  showed 
marginally  statistically  significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.The  rate  of  hepatic  carcinoma  in  the  high-dose 
animals  was  within  the  historical  control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared 
with  concurrent  controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of  a marginal 
finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human 
dose),  and  a negative  mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  perlormed  to  evaluate  its  potential  genetic  toxicity,  including 
bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a 2-generation.  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine  up  to  650  mg/kg/day 
produced  no  adverse  effects  on  the  reproductive  peilormance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies  in  rats  at  doses  up 
to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed  no 
evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose, 
treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intravenous 
administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement, 
coarctation  of  the  aortic  arch,  and  cutaneous  edema  in  1 fetus,  and  at  50  mg/kg.  It  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  In  1 fetus.  There  are,  however, 
no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether  nizatidine  can 
cause  fetal  harm  when  administered  1o  a pregnant  woman  or  can  affect  reproduction  capacity.  Nizatidine 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral  dose  is  secreted 
In  human  milk  in  proportion  to  plasma  concentrations.  Because  of  growth  depression  in  pups  reared 
by  treated  lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing  or  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use-Satety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  F^af/enfs- Healing  rates  in  elderly  patients  were  similar  to  those  in  younger  age  groups 
as  were  the  rates  of  adverse  events  and  laboratory  test  abnormalities.  Age  alone  may  not  be  an  important 
factor  in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions;  Worldwide,  controlled  clinical  trials  included  over  6,000  patients  given  nizatidine  in 
studies  of  varying  durations.  Placebo-controlled  trials  in  the  United  States  and  Canada  included  over  2,600  patients 
given  nizatidine  and  over  1 ,700  given  placebo.  Among  the  adverse  events  in  these  placebo-controlled  trials,  only 
anemia  (0,2%  vs  0%)  and  urticaria  (0.5%  vs  0.1%)  were  significantly  more  common  in  the  nizatidine  group.  Cif 
the  adverse  events  that  occurred  at  a frequency  of  1%  or  more,  there  was  no  statistically  significant  difference 
between  Axid  and  placebo  in  the  incidence  of  any  of  these  events  (see  package  insert  for  complete  information) 

A variety  of  less  common  events  were  also  reported,  it  was  not  possible  to  determine  whether  these 
were  caused  by  nizatidine. 

Wepat/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase)  possibly  or  probably 
related  to  nizatidine  occurred  in  some  patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in 
SGOT  or  SGPT  and.  in  a single  instance,  SGPT  was  >2.000  lU/L.  The  incidence  of  elevated  liver  enzymes 
overall  and  elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation  of  Axid.  Since  market  introduction, 
hepatitis  and  jaundice  have  been  reported.  Rare  cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic 
injury  with  jaundice  have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular-]!)  clinical  pharmacology  studies,  short  episodes  of  asymptomatic  ventricular  tachycardia 
occurred  in  2 individuals  administered  Axid  and  in  3 untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine -C\\n\ca\  pharmacology  studies  and  controlled  clinical  trials  showed  no  evidence  of  anti- 
androgenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido  were  reported  with  similar  frequency 
by  patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been  reported  rarely. 

Hematologic- Anemia  was  reported  significantly  more  frequently  in  nizatidine  than  In  placebo-treated 
patients.  Fatal  thrombocytopenia  was  reported  in  a patient  treated  with  nizatidine  and  another  H2-receptor 
antagonist.  This  patient  had  previously  experienced  thrombocytopenia  while  taking  other  drugs.  Rare  cases 
of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Umcana  was  reported  significantly  more  frequently  In  nizatidine-  than  in  placebo-treated 
patients.  Rash  and  exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  Hz-receptor  antagonists,  rare  cases  of  anaphylaxis  following  nizatidine 
administration  have  been  reported.  Rare  episodes  of  hypersensitivity  reactions  (eg,  bronchospasm,  laryngeal 
edema,  rash,  and  eosinophilia)  have  been  reported. 

0//?er-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported.  Eosinophilia,  fever,  and 
nausea  related  to  nizatidine  have  been  reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs,  activated  charcoal, 
emesis,  or  lavage  should  be  considered  along  with  clinical  monitoring  and  supportive  therapy.  The  ability  of 
hemodialysis  to  remove  nizatidine  from  the  body  has  not  been  conclusively  demonstrated;  however,  due  to  its 
large  volume  of  distribution,  nizatidine  is  not  expected  to  be  efficiently  removed  from  the  body  by  this  method. 
PV  2093  AMP  (1015911 
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some  5'"^'''.  The  association  between  IL-3  and  the  other 
hematopoietic  growth  hormones  located  on  this  chromosome 
has  not  yet  been  determined. 


GM-CSE 

The  first  human  GM-CSF  cDNA  was  cloned  and 
expressed  in  mammalian  cells  by  Wong  et  ab\  Along  with 
IL-3,  GM-CSF  (a  multipoietin)  will  target  pluripotent  cells 
and  immature  progenitor  cells.  It  is  not  lineage  specific,  and  it 
is  required  to  be  present  throughout  the  process  of  differentia- 
tion. The  gene  for  GM-CSF  is  also  located  on  chromosome 
5^  GM-CSF  stimulates  the  growth  of  both  granulocytic  and 
monocytic  colonies  in  a semisolid  culture.  GM-CSF  has  an 
early  effect  on  myeloid  development,  and  together  with  ery- 
thropoietin (late  acting  promoter  of  erythroid  development), 
induces  the  formation  of  colonies  containing  erythroid  and 
megakaryocytic  cells. 

GM-CSF  also  enhances  the  function  of  mature  macro- 
phages, eosinophils,  and  neutrophils.  In  various  cells,  it  can 
cause  increases  in  tumoricidal  and  phagocytic  activity,  intra- 
cellular killing,  ADCC,  superoxide  production,  immunoglob- 
ulin-mediated (opsonized)  phagocytosis  and  chemotactic 
responsiveness  (Handman  and  Burgess  1979;  Lopez  et  al 
1983,  1986;  Vadas  et  al  1983;  Weisbart  et  al  1986; 
Williamson  and  Brown  1987)''.  GM-CSF  also  induces  an 
increase  in  granulocyte  aggregation  in  vitro  (Arnaout  et  al 
1986;  Lopez  et  al  1986). 

GM-CSF  administration  reduces  the  myelotoxic  side- 
effects  of  chemotherapy  for  sarcoma.  GM-CSF  increases  the 
neutrophil  count;  this  can  shorten  the  interval  between  cycles 
of  chemotherapy.  However,  the  ability  to  complete  the  cycle 
is  not  known  to  improve  the  survival  rate  or  the  response  rate 
of  the  patient'. 

In  bone  marrow  transplants,  both  mammalian  recombinant 
GM-CSF  and  recombinant  GM-CSF  produced  from  yeast 
were  tested.  Mammalian  cell  GM-CSF  did  not  significantly 
reduce  the  number  of  days  that  the  leukocyte  count  was  below 
1, 000/cubic  millimeter.  However,  on  the  14th  day  after  treat- 
ment, a higher  leukocyte  count  showed  up  and  the  incidence 
of  bacteremia  was  reduced.  Yeast-produced  GM-CSF,  in  con- 
trast, showed  a shorter  period  of  neutropenia  ( 14  days  as  com- 
pared with  23  days  in  the  control  group);  a decrease  in  the 
number  of  febrile  days  (6  days  compared  with  12  days);  a 
decrease  in  the  number  of  platelet  units  transfused  (67  days 
compared  with  84  days);  and  a reduction  in  the  length  of  hos- 
pital stay  (29  days  compared  with  41  days)'.  There  was  also  a 
reduced  period  of  pancytopenia  and  a reduction  in  the  infec- 
tious complications  associated  with  autologous  bone  marrow 
transplants.  However,  it  was  not  established  whether  there 
was  also  a decrease  in  the  mortality  rate  of  GM-CSF  treated 
patients'’'. 

Aplastic  anemia  is  cau.sed  by  a decrease  in  the  number  of 
marrow  stem-cells  the  result  of  an  altered  marrow  microenvi- 
ronment or  immunologic  disorder.  GM-CSF  improved  the 
leukocyte  count  and  bone  marrow  cellularity  but  with  no 
increase  in  neutrophils.  Therefore,  the  early  progenitor  cells 
affected  may  also  require  treatment  with  additional  growth 
factors  to  be  effective.  However,  these  tests  have  not  yet  been 
conducted'’. 

Continuous  intravenous  infusion  with  GM-CSF  for  14 
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PROPERTIES  OF  HUMAN  COLONY-STIMULATING  FACTORS 


Therefore,  the  advantage  of  the 
administration  of  GM-CSF  is 


being  studied  in  conjunction  with 


FACTOR 

MOLECULAR 

CHROMOSOME 

CELL 

CELL 

CLINICAL 

WEIGHT 

(kd) 

LOCATION 

PRODUCER 

STIMULATED 

APPLICATIONS 

EPO 

34-39 

7qll-q22 

Peritubular 
cells  of  the 
of  the  kidney, 
Kupffer  cells 

late  BFU-E, 
CFU-E, 

CFU-Meg 

renal  failure, 
anemias, 
preoperative  & 
postoperative 
patients , 

AIDS 

G-CSF 

18-22 

17qll.2-21 

Monocytes , 
bone  marrow 
stromal  cells 

CFU-G, 

HL60 

cell  line 

bone  marrow 
transplants , 
chemotherapy, 
neutropenias 

GM-CSF 

14-30 

5q23-31 

T lymphocytes, 
endothelial 
cells,  bone 
marrow  stromal 
cells, 
fibroblasts 

CFU-GM, 

BFU-E, 
CFU-MIX, 
CFU-EO, 
CFU-Meg, 
Granulocytes , 
Monocytes , 
Eosinophils , 
KGI  &HL60 
cell  lines 

bone  marrow 
transplants , 
chemotherapy , 
myelodysplasia , 
anemias, 
neutropenias , 
AIDS 

IL-3 

47-90 

5q23-31 

T lymphocytes 

CFU-MIX, 

BFU-E, 

CFU-GM/ G/M, 
CFU-EO, 

CFU-Meg 

unknown 

treatment  with  Zidovudine. 
Although  GM-CSF  counteracts 
the  negative  side-effects  of  some 
treatments,  it  is  not  yet  clear  if  this 
also  leads  to  an  improved  outcome 
for  the  patient  with  AIDS'  L 


G-CSF 

G-CSF  is  a late-acting  factor 
that  stimulates  the  growth  of  neu- 
trophil colonies  in  vitro.  G-CSF 
was  first  purified  from  human  cell 
lines  and  placenta'.  This  factor 
was  isolated  and  cloned  by  Souza 
et  al  in  E.coW\  The  inducible  cel- 
lular source  of  G-CSF  are  the 
monocytes  and  bone  marrow  stro- 
mal cells.  The  gene  for  G-CSF  has 
been  located  on  the  long  arm  of 
chromosome  17“"^  G-CSF  also 
has  a maturation-inducing  effect 
and  will  act  on  mature  effector 
cells  to  enhance  their  function.  It 


TABLE  1 ; This  table  lists  the  various  properties  of  4 hematopoietic  hormones,  erythropoietin,  G-CSF, 
GM-CSF,  and  IL-3. 


days  in  patients  with  pancytopenia  due  to  myelodysplasia  has 
demonstrated  an  increase  in  the  total  number  of  leukocytes  (5 
to  70  fold),  granulocytes  (5  to  313  fold),  eosinophils,  mono- 
cytes, and  also  a small  increase  in  lymphocyte  count. 
Maintenance  therapy  showed  some  multilineage  effects.  There 
was  an  increase  in  platelet  and  reticulocyte  count,  and  an 
increase  in  hemoglobin  concentration  which  caused  a decrease 
in  the  necessity  to  transfuse  red  cell  and  platelets.  However, 
the  increase  in  platelet  and  erythrocyte  count  frequently  did 
not  occur;  this  was  of  minimal  clinical  importance'  T 

The  most  significant  characteristic  of  AIDS  in  patients  is 
the  decrease  in  T4  lymphocytes.  The  low  levels  and  decreased 
functional  abilities  of  neutrophils  and  monocytes  in  AIDS 
patients  can  be  improved  by  the  various  treatments  against  the 
virus.  However,  Zidovudine  (AZT)  treatment  has  been  shown 
to  cause  myelosuppression.  In  addition,  antiretroviral,  antimi- 
crobial, or  antitumor  therapy  used  as  therapy  in  AIDS  patients 
can  give  rise  to  low  blood  counts.  The  use  of  GM-CSF  and  G- 
CSF  have  resulted  in  an  increase  in  neutrophils,  bands, 
eosinophils,  and  a slight  increase  in  monocytes.  The  dose- 
dependent  response  to  GM-CSF  and  G-CSF  could  benefit  the 
patient’s  immune  response  and  improve  the  hematologic  toler- 
ance to  other  drugs.  These  growth  factors  have  also  proven  to 
be  effective  for  long-term  therapy,  as  shown  by  the  absence  of 
tachyphylaxis  when  given  subcutaneously. 

GM-CSF  alone  does  modulate  HIV  activity.  Studies  indi- 
cate that  there  is  an  increase  in  HIV  p24  antigen  (viral  specific 
protein)  levels  when  patients  are  treated  with  GM-CSF  alone. 


acts  only  on  the  neutrophil 
colonies  to  increase  antibody- 
dependent  cell-mediated  cytotoxi- 
city (ADCC)  and  to  enhance  their 
phagocytic  capability. 

The  nonglycosylated  form  of 
the  recombinant  hormone  produced  in  bacterial  cells  is  used  in 
clinical  trials.  Similar  to  GM-CSF,  G-CSF  has  also  shown 
promising  beneficial  effects  on  chemotherapy.  G-CSF  reduces 
the  myelotoxicity  of  chemotherapy,  making  the  side-effects 
more  tolerable.  There  is  a reduction  in  the  duration  and  the 
nadir  of  neutropenia  after  doxorubicin  hydrochloride 
(Adriamycin),  ifosfamide-mesna  and  etoposide  treatment.  G- 
CSF  will  increase  the  neutrophil  count,  reduce  febrile 
episodes,  and  reduce  the  incidence  of  mucositis.  However, 
only  at  very  high  doses  will  G-CSF  increase  monocyte  or 
lymphocyte  counts. 

The  significant  consequence  of  G-CSF  treatment  in  con- 
junction with  chemotherapy  in  cancer  patients  was  the  partial 
mitigation  of  the  myelosuppression.  This  permitted  the  com- 
pletion of  the  cycle  of  chemotherapy  without  undue  delay  in 
patients  being  given  chemotherapy  for  bladder  cancer'. 
Myelosuppression  was  the  cause  for  a lapse  in  chemotherapy 
in  70%  of  a control  group  who  did  not  receive  G-CSF'. 
However,  this  did  not  improve  the  survival  rate  or  response 
rate  of  the  patients  who  were  administered  G-CSF'  ’'. 

Treatment  with  G-CSF  in  bone-marrow  transplant  patients, 
as  well  as  in  patients  with  myelodysplasia,  showed  similar 
results  as  those  treated  with  GM-CSF.  The  analysis  of  the 
advantage  of  using  G-CSF  or  GM-CSF  has  not  yet  been  fully 
explained,  however.  Further  studies  and  clinical  tests  must  be 
conducted  before  differences  in  the  action  of  these  2 growth 
factors  in  such  situations  can  be  determined'  ’'. 


132 


Hawaii  Medical  Journal — Vol.  51,  No.  5 — May  1992 


Idiopathic  neutropenias  are  also  being  treated  with  G-CSF. 
For  example,  patients  with  Kostmann’s  Syndrome  who  have 
recurrent  infections  with  considerable  morbidity  and  mortality 
as  a consequence,  show  improved  neutrophil  counts  of  1 ,()()() 
cells  per  mm’  within  2 weeks  after  G-CSF  administration. 
This  level  was  sustained  throughout  continued  therapy.  The 
resolution  of  the  preexisting  chronic  infection  and  a decrease 
in  the  number  of  subsequent  re-infections  also  took  place 
under  treatment  with  G-CSF”. 

In  addition,  human  cyclic  neutropenia,  a rare  disorder  in 
which  periodic  decreases  in  the  number  of  neutrophils  in  the 
bone  marrow  and  the  blood  occur,  when  treated  with  G-CSF 
showed  a reduction  in  the  length  of  neutropenia.  G-CSF 
reduced  both  the  severity  of  the  disease  and  the  accompanying 
symptoms.  However,  it  did  not  rid  the  patient  of  the  disorder. 
G-CSF  as  treatment  has  shown  encouraging  results  in 
acquired  chronic  neutropenias.  Obviously,  further  clinical  tri- 
als and  study  are  necessary  to  elucidate  the  potential  benefits 
of  administering  G-CSF‘  \ 


Conclusion 

Research  in  the  last  10  years  has  provided  the  information 
necessary  to  clone  and  to  express  the  hematopoietic  hor- 
mones. This  has  allowed  for  a wide  range  of  clinical  trials  to 
determine  the  therapeutic  benefits  of  these  hormones  in  the 
treatment  of  various  disorders.  Erythropoietin  increases  the 
number  of  red  cells  in  circulation.  It  has  been  utilized  success- 
fully in  patients  with  renal  disorders  and  anemias.  In  preopera- 
tive and  postoperative  patients,  erythropoietin  has  resulted  in 
more  rapid  red  cell  recovery.  Erythropoietin  is  also  employed 
to  combat  the  side  effects  of  various  therapies,  most  notably  in 
AIDS. 

The  colony-stimulating  factors,  IL-3,  GM-CSE,  and  G- 
CSF,  increase  the  number  of  leukocytes  in  vitro.  The  synergis- 
tic effects  of  these  hormones  requires  extensive  study  in  order 
to  define  the  singular  role  each  factor  plays  on  the  production 
of  the  desired  cell  types.  Clinical  trials  are  taking  place  to 
determine  the  effects  of  these  factors  when  administered  to 
patients  with  conditions  involving  decreased  immune 
response  as  a result  of  low  levels  of  circulating  leukocytes.  Of 
the  3 colony-stimulating  factors  discussed  above,  the  least 
known  for  its  therapeutic  benefit  is  IL-3. 

GM-CSF  has  also  been  beneficial  when  used  in  conjunc- 
tion with  various  treatments,  such  as  chemotherapy  and  AZT, 
by  increasing  the  number  of  circulating  neutrophils  and  mono- 
cytes. GM-CSF  reduces  the  risk  for  both  the  donor  and  the 
recipient  in  bone  marrow  transplants.  It  resolves  the  anemias 
associated  with  a decrease  in  the  marrow  stem-cells,  or  it 
improves  the  marrow  environment.  It  ameliorates  the  neu- 
tropenia resulting  from  therapy  for  cancer. 

G-CSF  has  shown  therapeutic  benefits  similar  to  GM-CSF. 
Bone-marrow  transplants,  myelodysplasia  and  neutropenias 
have  been  improved  as  indicated  by  increased  numbers  of 
neutrophils.  In  the  treatment  of  the  neutropenia  caused  by 
chemotherapy,  G-CSF  has  shown  advantages  similar  to  those 
seen  in  the  administration  of  GM-CSF.  GM-CSF  and  G-CSF 
have  shown  similar  results  when  utilized  in  clinical  trials.  The 
difference  between  the  2 growth  factors  has  not  yet  been  iden- 
tified, further  research  and  experimentation  are  needed  to 
determine  the  advantage  of  one  factor  over  the  other. 


The  hematopoietic  growth  factors  have  the  potential  to 
enhance  the  quality  of  life  in  patients  suffering  from  a broad 
range  of  illnes.ses  and  conditions.  Defining  the  indications  and 
the  toxicities  of  these  factors  will  be  an  area  of  enormous 
interest  and  importance  in  the  years  to  come. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
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that  were  negative  for  PE.  There  were  5 patients  with  equivo- 
cal findings^. 


Conclusion 

Pulmonary  embolism  should  be  included  in  the  differential 
diagnosis  of  DIC  of  unknown  origin  because  prompt  treat- 
ment with  full-dose  heparin  will  correct  the  hematologic 
abnormalities  as  well  and  may  be  lifesaving.  An  autoanticoag- 
ulated  state  does  not  always  prevent  the  formation  of  thrombi, 
and  it  may  obscure  an  occult  PE.  The  presence  of  ESP  may 
add  to  the  understanding  of  the  pathophysiology  in  PE  and 
may  be  a laboratory  clue  that  can  assist  in  the  management  of 
both  PE  and  DIC.  This  occurrence  merits  wider  recognition 
by  clinicians  and  further  studies  need  to  be  conducted. 
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Nuclear  Medicine  Teaching  File 

CAPTOPRIL  RENOGRAM  IN  RENOVASCULAR  HYPERTENSION 

Clinical  History:  43  year  old  female  with  headache,  accelerating  hypertension,  and  mild  azotemia. 


1.  Baseline  renogram  without  captopril  shows 
slightly  reduced  function  and  mild  delay  in  urinary 
clearance  on  the  right. 


2.  Captopril  renogram  prior  to  angioplasty.  Note 
exaggerated  delay  in  urinary  clearance  induced  by 
captopril  on  the  right,  consistent  with  renovascular 
hypertension.  Arteriography  showed  severe  fibro- 
muscular  dysplasia. 
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3.  Renogram  without  captopril  following  angioplas- 
ty of  the  right  renal  artery.  Note  symmetrical  kid- 
ney function. 


4.  Captopril  renogram  after  angioplasty  shows  no 
further  evidence  for  renovascular  hypertension. 
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You  don't 
get  any  ^ 
better  than 
CHART 

During  an  emergency 
rescue,  lifeguard  Tony  Ho 
fell  and  severely  injured 
his  back. 

"I  ruptured  my  disc  in 
the  fall,  and  I was  in  a lot  of 
pain,"  says  Tony.  “1 
couldn't  drive,  swim,  stand 
or  bend  down.’’ 

After  undergoing  back 
surgery,  Tony  began 
CHART’S  therapy  of  total 
body  reconditioning  and 
work  simulation,  and  the 
results  were  ‘‘terrific.’’ 

’‘CHART’S  program  was 
complete  and  excellent," 

Tony  explains.  "You 
don’t  get  any  better 
than  CHART!" 


OKRl 


Comprehensive  Health  and 
Active  Rehabilitation  Training 


1505  Dillingham  Blvd.  rS'llO 
Honolulu.  HI  96817 
Phone:  841-6006 

94-810  Moloalo  Street 
Waipahu,  HI  96797 
Phone:  671-1711 


We’d  like  to  introduce  you  to  the  newest  spokesman 
for  the  American  Heart  Association. 

Just  as  soon  as  he’s  horn. 

The  same  baby  who,  ten  years  ago,  woulcJn’t  have  livecj  to 
speak  his  first  word.  But  now  doctors  can  look  inside  the  hearts 
of  unborn  babies,  detect  disorders  and  correct  them  at  birth. 
Thanks  to  research,  he  can  have  a healthy,  normal  life. 

American  Heart  Association 

WE'RE  FIGHTING  FOR  YOUR  LIFE 
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Henry  N.  Yokoyama  MD 


Miscellany 

The  country  lad  got  off  the  bus  in  the  big 
city  to  do  his  Christmas  shopping.  He  ven- 
tured into  a large  department  store  to  buy 
some  deodorant.  The  overworked  salesclerk 
in  the  men’s  toiletries  section  finally  waited 
on  him.  “Lady,  what  do  you  have  in  men’s 
deodorants?’’  “Sir,”  the  harried  young  lady 
said,  “We  have  40  different  brands  and 
types.  Did  you  want  the  ball  type?”  “No,” 
the  lad  replied,  “I  want  the  underarm  type.” 
(Gleaned  from  ole  friend,  Joe  Sykes’  joke 
book,  “The  Obscene  Jester.”) 

* * * 

The  third  grade  teacher  on  the  first  day  of 
school  decided  to  log  the  students’  names 
and  their  father’s  professions.  As  she  went 
through  the  classroom,  she  came  to  Alvin. 
“What  is  your  name,  young  man?”  “Alvin,” 
was  the  reply.  “My,  that’s  a nice  name.  Now, 
Alvin,  what  does  your  father  do?”  “My 
father  don’t  do  nuthin’.  He’s  dead.”  “Oh, 
goodness!  Tm  sorry  Alvin.  What  did  your 
father  do  before  he  died?”  “Well,  he  grabbed 
his  chest  and  went  like  this,  ‘EE-AAAHHH- 
CCCH!’.”  (Another  Joe  Sykes  rendition) 

Conference  Notes 

“Nuclear  Energy,  Nuclear  Accidents  and 
Nuclear  War”,  Robert  Gale,  Visiting 
Professor  and  author  of  “Final  Warning” 
spoke  at  Mabel  Smyth  on  January  31. 
Random  notes  therefrom: 

“People  have  difficulty  distinguishing 
nuclear  technology  from  nuclear  war.” 
“Nothing  magical  about  nuclear  technology 
— we’re  simply  boiling  water.”  “Nuclear 
accidents  are  a combination  of  technological 
accidents  and  human  error.”  “Couple  of  mes- 
sages: There  are  no  secrets  in  our  nuclear 
age  — Lancet  5 covers  the  former  Soviet 
Union  every  2 hours.  An  accident  anywhere 
is  an  accident  everywhere  — it’s  a global 
event.” 

Response  to  nuclear  emergency:  a. 
assessment;  b.  containment;  c.  reducing 
exposure;  d.  dose  estimation;  e.  medical 
intervention. 

re  Chernobyl  Disaster:  Evacuation  30- 
mile  radius;  250,000  persons  involved  in 
clean  up;  each  person  received  a lifetime 
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dose  working  2 minutes;  entombment 
required  300,000  tons  of  concrete. 

re  Dose  Estimation  — Biologic  dosime- 
try: a.  N & E;  b.  granulocyte  kinetics;  c. 
lymphocyte  kinetics;  d.  platelets  and  reticu- 
locyte kinetics;  e.  cytogenetics;  f.  genetic 
mutations. 

re  Radiation  Effects  — a.  Alpha  parti- 
cles: large  mass  (2  protons  and  2 neutrons); 
cause  superficial  injuries;  b.  Beta  particles 
(electrons);  small  mass;  can  be  stopped  by 
wood;  cause  skin  lesions;  c.  Gamma  rays 
(electrons);  go  through  everything;  cause 
both  superficial  and  deep  injuries  — espe- 
cially bone  marrow;  d.  Neutrons:  cause  inter- 
mediate injuries. 

“Bone  marrow  is  most  important.  The 
heart  simply  moves  chemotherapy  around.” 
Treatment:  a.  antibiotics  and  transfusions; 

b.  hematopoietic  growth  factor  (GM-CSF); 

c.  transplants. 

Medical  consequences:  a.  cancer;  b.  ter- 
atogenic; c.  genetic  disorders. 

“In  the  next  50  years,  2 million  to  20  mil- 
lion will  die  of  cancer.  Half  in  the  former 
Soviet  Union  and  the  other  half  outside, 
especially  in  eastern  and  western  Europe.” 

It  takes  5 to  10  years  for  leukemia  to 
develop.  Most  cancers  are  solid  tumors  and 
will  taken  30  or  more  years  to  develop. 

Alternative  sources  of  energy  and  their 
associated  problems 

Nuclear:  waste  disposal,  accidents  and  risk 
Oil:  pollution,  scarce  resource 
Hydroelectric/Wind:  inadequate  for  needs 
Coal:  pollution 

Solar:  inadequate  for  needs  with  current 
technology 

Commentary:  “Warm  hearts  and  cool 
heads”  must  prevail.  Global  warming  is  pre- 
dominantly caused  by  burning  fossil  fuels. 
U.S.  Energy  Consumption  — The  U.S.  pop- 
ulation is  only  5%  of  the  world  population 
and  yet  uses  25%  of  total  world  energy  out- 
put. One-third  of  U.S.  debt  caused  by  oil 
consumption. 

Background  Radiation  Levels  in  the  U.S.: 

Annual  Lifetime 

New  York  (sea  level)  800  u Sv  6 c Gy 
Colorado  3,500  u Sv  25  c Gy 

“People  react  differently  to  radiation. 
People  react  in  irrational  ways  to  radiation.” 
Eighty-two  percent  of  background  radiation 
is  natural  radiation  and  18%  is  man-made,  eg 
X-rays,  scans,  TV,  microwave  ovens,  etc. 

Nuclear  Powers  Nuclear  Energy  Used 


France  70% 

South  Korea  47% 

West  Germany  34% 

Japan  25% 

U.S.  20% 

Former  Soviet  Union  1 1 % 

India  3% 


“Heat  not  a furnace  for  your  fire  so  hot 
that  you  singe  thyself.”  Henry  VIII 

Comparisons  of  Chernobyl  disaster  to 
other  causes  of  death  (in  70-year  span) 

Chernobyl  25,000 

Fossil  Fuel  1,000,000 

Automobiles  4,000,000 

Tobacco  10,000,000 

“Don’t  waste  your  time  making  prepara- 
tions for  nuclear  disaster.” 

Consequences  in  U.S.  of  a 6,000-megaton 
Exchange 

U.S.  population  240  million 
Dead  124  to  167  million 

Injured  30  to  50  million 

“Rational  people  will  still  use  nuclear 
weapons”. 

“Rationality  will  not  prevent  the  use  of 
nuclear  bombs”. 

“The  dissolution  of  the  Soviet  Union  has 
not  decreased  the  danger  of  nuclear  war.” 

“We  don’t  have  to  share  beliefs  ...  just  a 
planet”. 

Life  in  These  Parts. . . 

Should  Nurse  Practitioners  Prescribe 
Medication  ? 

Dr  John  Lewin,  State  Health  Director 
says,  “It  can  be  done  in  partnership  with 
doctors  — and  not  in  conflict  with  them.” 

Stephen  Wallach,  HMA  president  says: 
“I  need  to  be  more  convinced.  I’m  not  sure 
public  safety  is  their  first  consideration.” 

Of  Boobs  and  Books. . . 

“Dr  Robert  Flowers,  best  known  for  the 
“Boobs  by  Bob”  T-shirts  he  gives  to  breast 
implant  patients,  has  just  accepted  an  invita- 
tion to  co-author  the  first  Croatian  language 
book  on  plastic  surgery  with  Dr  Bosko 
Milojevic,  Croatia’s  best  known  cosmetic 
surgeon,  who  studied  with  Bob  some  years 
ago.” 

(Don  Chapman,  January  13,  1992) 

Now  a frozen  in  vitro  baby  ...  What  Next? 

The  Pacific  In-Vitro  Fertilization 
Institute,  founded  in  1985,  has  a track  record 
of  160  in  vitro  babies  born.  Now  it  has  a 
frozen  embryo  baby  bom  on  December  29. 
OB/GYN  Phil  McNamee,  one  of  the 
founders,  hopes  his  next  breakthrough  will 
be  a micro-manipulation  pregnancy  (ie,  a 
procedure  that  involves  drilling  tiny  holes  on 
an  egg  so  that  sperms  can  penetrate  easier). 

Professional  Moves 

December:  New  Straub  physicians 

OB/GYN:  Philip  Browning,  Kaneohe 
Family  Health  Center 

FP  Medicine:  Bruce  Chung,  Kailua 
Family  Health  Center 

Chest  Diseases:  Elaine  Imoto,  King 
Street 

(Continued)  >■ 
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OK.  Let*S  get  down  to  business™  Funny  how  the  two  objects  below  resemble  one  another.  But  if  you  had  to  invest  a sizeable 
chunk  of  your  cash  flow  in  a new  phone  system,  you  might  fail  to  see  the  humor.  Which  is  why  you  should  know  about  CentraNet®  service 
from  GTE  Hawaiian  Tel.  With  CentraNet?  you  get  all  the  features  and  flexibility  of  the  most  sophisticated  business  telephone  system, 
without  a large  capital  outlay.  So  there’s  no  risk  of  buying  too  much  system,  or  too  little.  In  fact,  there’s  hardly  a risk  at  all.  Because 
everything  you  need  for  CentraNet*  to  work  on  your  phones  is  located  at  our  office,  not  yours.  And,  you  can  add  lines  or  change  features 
anytime.  For  example,  if  you  have  an  office  in  one  location  and  expand  to  another,  you  can  connect  the  two  without  incurring  any 


additional  expenses.  Call  us  at  1-800-462-6000.  Because  you  do  have  a choice.  Go  with 


CentraNet  service. 


Or  go  with  the  flow. 


CentraNet  is  a registered  service  mark  of  GTE  Corporation.  CentraNet  service  is  available  in  most  areas. 


Hawaiian  Tel 


Beyond  the  call 


NEWS  AND  NOTES  (Continued from  page  140) 


Internal  Medicine:  Lois  Saruwatari, 
Financial  District  Clinic 

Orthopedics:  James  Scoggin  111,  King 
Street 

Pediatrics:  Paula  Wyatt,  Hawaii  Kai 
Family  Health  Center 

Orthopod  Brian  Stephens  joined  the 
Kauai  Medical  Group 
January: 

Cardiologists  Neal  Shikuma  and  Stanley 
Kawanishi  announced  the  formation  of 
Hawaii  Cardiology  Inc  with  offices  in 
Honolulu  and  Ewa. 

OB/GYN  David  McDonald  joined  the 
Kauai  Medical  Group,  Inc 

Bruce  Chrisman  retired  from  full-time 
practice  and  Robert  Peterson  took  over. 

William  Dung,  president  of  the  Hawaii 
Permanente  Medical  Group  for  20  years 
retired  at  the  end  of  1991.  Michael  Chaffin, 
executive  VP  and  president-elect  since  1990 
was  named  president  of  HPMG,  which  has 
270  physicians. 

February: 

Alan  HS  Cheung,  board-certified  in  gen- 
eral surgery  and  transplantation,  joined 
Livingston  Wong,  Fong-Liang  Fan  and 
Whitney  ML  Limm.  The  Surgical 
Associates,  Inc  has  offices  at  St  Francis 
MOB,  Ste  208,  and  The  Queen’s  POB  11, 
Ste  709. 


Hors  De  Combat 

Pat  Saiki,  our  favorite  former  U.S. 
Representative  and  now  Small  Business 
Administration  head  said  in  a speech  to  the 
12th  National  Legislative  Congress  on 
Small  Business  Issues  in  Kansas  City:  “A 
plan  to  require  businesses  nationwide  to 
either  offer  health  insurance  for  employees 
or  pay  a special  tax  for  government-provid- 
ed insurance  for  workers  is  unacceptably 
risky  and  basically  impractical.  When  you 
analyze  it.  ‘play  or  pay’  will  definitely  dev- 
astate small  businesses.” 

State  DoH  director  John  Lewin  MD,  who 
spent  much  of  the  past  year  lobbying  in 
Washington  for  national  health-care  reform 
feels  otherwise:  “We  need  to  dispel  the 
myth  that  requiring  everyone  to  have  insur- 
ance increases  health  care  costs  ...  It  actual- 
ly reduces  them.” 

Sportsmen 

The  Annual  Accupath  Golf  Tournament 
was  held  Thursday,  March  12  at  the  Hawaii 
Kai  Golf  Course.  It  poured  icy  rain  all  18 
holes  of  play  yet  most  of  the  die-hards  fin- 
ished with  rain  jackets  soaked  through  and 
fingers  frozen  stiff.  The  format  fortunately 
called  for  discarding  the  worst  score.  The 
fellowship  was  great  and  there  were  door 
prizes  for  everyone.  Physicians  winners 
were: 


1st  place:  Bill  Dang  - net  59 
2nd  place:  Peter  Wai  - net  59 
3rd  place:  George  Shimamura  - net  60 
4th  place:  Kevin  Chen  - net  61 
5th  place:  Ray  Wong  - net  61 
6th  place:  Albert  Tomai  - net  61 
7th  place:  I Rahman  - net  61 
10th  place:  Francis  Soon  - net  64 
1 1th  place:  Thomas  Teruya  - net  64 
12th  place:  Roy  Niimi  - net  65 
18th  place:  Herman  Mercado  - net  68 
19th  place:  Mike  Okihiro  - net  68 
* * * 

Hear  about  the  lady  golfer  who  was  stung 
by  a bee?  She  rushed  back  to  the  clubhouse 
where  the  pro  directed  her  to  a doctor’s 
office  near  by.  The  doctor  asked:  “Where 
were  you  stung?”  “Between  the  1st  and  2nd 
holes.”  The  good  doctor,  a golfer  himself, 
replied,  “Then  your  stance  is  too  wide.” 

(As  told  by  humorist  Cas  Jasinski) 

Quotables 

Re  RBRVS:  “Under  current  regulations, 
a car  mechanic  gets  more  for  examining  a 
car  than  a physician  receives  for  a complete 
physical  examination  of  a patient.”  Martin 
Edelstein  MD,  Great  Neck,  NY  (From 
Medical  World  News,  January  1992) 

* * * 

“We  Rent  Sewer  Snakes  for  Stuffed  Up 
Heads”  Sign,  Hawaiian  Rent  All  (Comer  of 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
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McCully  and  Beretania  streets)  (Ed,  our 

favorite  huniorist  is  baek) 

* * * 

Pat  Says: 

Poll  question:  "What’s  the  bigger  prob- 
lem: ignoranee  or  apathy?” 

Man  on  the  street:  “I  don’t  know  and  1 
don’t  care.” 

Pat  says:  "That’s  the  trouble  with  this 
world.” 

* * * 

Pat  says,  "Tomorrow  is  already  gone.” 
"Why?” 

“We  worry  so  much  at  present  about 
those  mistakes  we  made  in  the  past  which 
may  screw  up  tomorrow.”  "That’s  why.” 

(As  told  by  Pat  Kenney, 
our  tennis  playing  philosopher) 

Physicians  Speak  Up 

Gene  Altman  notes  that  a national  cata- 
log offers  an  accurate  alcohol  breath  analyz- 
er for  $149  made  by  the  same  company  that 
supplies  police  departments.  Gene  suggests 
that  bars  and  restaurants  serving  alcohol  and 
even  safety-minded  private  party  hosts 
could  offer  this  simple  test  free  to  imbibers 
[EdAVe  think  the  idea  merits  looking  into]. 

JAMA  editor  George  Lundberg  in  the 
December  issues  states:  “I  want  all  physi- 
cians to  take  it  as  a personal  responsibility 
to  confront  every  patient  they  see  about 
tobacco  ...  and  to  badger  them  about  their 
tobacco  use.”  [Ed/Locally,  crusading  ENT 
man  Hideo  Oshiro  has  been  doing  just  that 
for  the  past  30  years.] 

Oncology  Conference 

Case  of  a 77-year-old  woman  with 
obstructive  jaundice  and  a pancreatic  lesion. 

Oncologist  Ken  Sumida:  “This  is  a 72- 
year-old  woman  who  is  a therapeutic  dilem- 
ma. One  year  ago  she  was  worked  up  for 
abdominal  discomfort  and  a CT  scan 
showed  a pancreatic  mass.  She  had  a gastro- 
jejunostomy and  a cholecystectomy.  Biopsy 
of  the  pancreatic  head  showed  chronic  pan- 
creatitis rather  than  adeno  Ca.  Rather  than 
irradiate  the  mass,  we  opted  to  follow  with 
CT  scans.  More  recently,  she  developed 
jaundice.  ERCP  was  suspicious  for  pancre- 
atic Ca,  but  needle  biopsies  again  did  not 
show  Ca.  She  is  an  extremely  functional  77- 
year-old  even  with  her  past  history  of  PVD 
and  eVA  in  1989.” 

Radiologist  Dave  Sakuda  projected  the 
CT  scans  dating  back  to  May  1990  which 
showed  cystic  dilation  of  the  pancreatic 
duct.  The  post  op  scan  showed  further  dila- 
tion and  a recent  CT  scan  showed  biliary 
duct  dilation  as  well.  “The  ERCP  shows 
something  blocking  the  duct,  and  we  worry 
about  Ca.”  Pathologist  Larry  McCarthy 
apologized:  “This  has  been  a difficult  prob- 
lem. The  1990  biopsy  tissue  showed  no 
tumor  cells.  There  is  fibrous  tissue  with 
inflammation  and  a few  ducts.  Our  report 
went  out  as  ‘chronic  pancreatitis’.” 

Moderator  Glenn  Kokame:  “The  surgery 

(Continued)  >■ 
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is  confusing  to  me.  She  had  a gastrojejunos- 
tomy and  then  a cholecystectomy.”  Larry 
explained,  “She  had  gallstones.”  Glenn  was 
not  satisfied:  “She  is  77,  and  she  probably 
had  stones  all  these  years.”  Cancer  Research 
Center  director  Brian  Issell  was  asked  if 
there  were  any  new  drugs  for  pancreatic  Ca. 
Dr  Issell  was  brief:  “None.”  Someone 
asked,  “How  about  laproscopic  biopsy?” 
Glenn:  “The  pancreas  being  retroperitoneal 
is  hard  to  expose.  You  have  to  do  a blind 
biopsy.  If  the  patient  has  1 or  11^  years  sur- 
vival time  left,  a surgical  decompression 
could  be  recommended.  Stents  are  hard  to 
keep  open.” 

David  Sakuda  was  confident:  “Stents  are 
easily  done,  and  we  do  them  on  preterminal 
patients.  The  question  is  the  quality  of  life.” 
Ken:  “The  surgeon  is  reluctant  to  do  a surgi- 
cal decompression  because  he  will  have  to 
take  down  the  gastrojejunostomy.”  Grant 
Stemmerman  added,  “There  is  a 5%  sur- 
vival of  pancreatic  Ca  at  6 months.  She  is 
now  18  months  and  this  raises  the  question 
of  pseudo-tumor  rather  than  adeno  Ca.” 
Glenn  quipped.  “In  other  words,  give  her  a 
10-foot  pole.  David,  can  you  do  a percuta- 
neous trans-hepatic  catheterization  on  her?” 
David  reported  smugly,  “She’s  already  been 
decompressed.” 

Miscellany 

JOKES  WE  THOUGHT  EUNNY 

A busy  surgeon  returned  home  from  a 2- 
week  hunting  trip  complaining  angrily  to  his 
wife,  “I  didn’t  kill  a damn  thing!”  “Well 
darling,”  she  replied,  “that’s  what  you  get 
for  neglecting  your  practice.” 

(Party  Jokes  PB  February  1992) 
* * * 

A farm  boy  accidently  overturned  his 
wagonload  of  corn  on  the  road.  A farmer 
who  lived  nearby  went  over  to  look.  “Hey 
Willis,”  he  called,  “ferget  yer  troubles  for  a 
spell  and  have  dinner  with  us.  I’ll  help  you 
with  the  wagon  later.”  “That’s  mighty  nice 
of  you,”  Willis  said,  “but  I don't  think  Pa 
would  like  me  to.”  “Aw,  come  on,  son!”  the 
farmer  insisted.  “Well,  OK,”  the  boy  finally 
agreed.  “But  Pa  won’t  like  it.”  After  a 
hearty  meal,  Willis  thanked  his  host.  “I  feel 
a lot  better  now,  but  I just  know  Pa  will  be 
upset."  “Nonsense,”  the  farmer  said. 
“Where  is  your  pa,  anyway?”  “Under  the 
wagon.” 

(Party  Jokes  PB  February  1992) 

Oncology  Dialogue 

A 23-year-old  single  man  has  teratocar- 
cinoma  of  the  testicle.  Oncologist  Clayton 
Chong  explained  that  chemotherapy  is  so 
effective  that  there  is  no  need  for  retroperi- 
toneal surgery,  which  causes  infertility  and 
retrograde  ejaculation.  He  felt  that  the  case 
calls  for  careful  surveillance  by  following 
tumor  markers,  CXRs  q 2 months  and  CT 
scans.  If  there  is  recurrence,  it  will  occur 
within  6 months.  If  no  recurrence  within  the 


period,  the  patient  is  cured. 

Surgeon  moderator  Glenn  Kokame 
reported  that  retroperitoneal  nerve-sparing 
surgery  bilaterally  causes  retrograde  ejacu- 
lation while  unilaterally  does  not. 
Oncologist  Ken  Sumida:  “We  plan  intensive 
observation  after  normalization  of  tumor 
markers."  Glenn  asked,  “How  about  the  role 
of  radiation?”  Radiotherapist  Ed  Quinlan: 
“Very  little  place  for  radiation.”  Vinee 
Brown  agreed:  “No  role.”  Glenn  called  on 
Grant  Stemmerman:  “Stemmy,  how  about 
epidemiology?”  Stemmy:  “It  is  less  com- 
mon in  Japanese  here  than  in  Japan.  Less  in 
blacks  and  whites.  It’s  a disease  of  specifie 
groups.”  Clayton:  “MD  Anderson  epidemi- 
ology data  shows  an  association  with  hernia 
repair  for  seminomas.  Germ  cell  tumor 
patients  would  be  dead.  Netherlands  data 
shows  that  the  12th  chromosome  may  pre- 
dict testicular  tumors.”  Glenn  asked,  “How 
about  chimney  sweeps?”  Stemmy:  “That's 
for  scrotal  cancers.” 

In  Memoriam 

Masato  Hasegawa  — A man  for  all  sea- 
sons and  an  avid  polo  player. 

MM  Hasegawa,  84,  died  quietly  at  his 
Nuuanu  home  on  April  24,  1991.  No  funeral 
services  were  held  and  his  ashes  were  scat- 
tered at  sea  with  the  ashes  of  his  2 beloved 
dogs,  the  Irish  wolfhound  and  the 
Weimaraner. 

Masato  was  a colorful  and  witty  intellec- 
tual adored  by  all.  Masato  was  born  in 
Wahiawa,  attended  Hilo  High,  and  San 
Mateo  Junior  College,  and  graduated  from 
U of  California  in  1940.  He  was  attending  U 
of  C med  school  when  he  war  broke  out  and 
was  interned  with  the  west  coast  Japanese. 

In  1943,  Masato  joined  the  442nd 
Combat  Team  and  when  the  war  ended,  he 
continued  his  medical  studies  at  Wayne 
State  School  of  Medicine,  graduating  with 
distinction.  After  interning  in  Detroit,  he 
served  with  the  Military  Sea  Transport 
Service  as  a ship’s  surgeon  and  mustered 
out  with  the  rank  of  Captain.  He  then  con- 
tinued as  a resident  in  pediatric  surgery  at 
Harvard  and  at  our  Children’s  Hospital. 

Since  1953,  Masato  served  as  chiefs  of 
staff  at  Kapiolani  Maternity  Hospital, 
Children’s  Hospital  and  The  Queen’s 
Hospital.  Masato  was  a founding  member  of 
Aloha  United  Way,  and  was  twice  com- 
mended by  the  State  Senate  for  his  services 
to  the  State  and  community. 

In  1974,  Masato  earned  a master’s 
degree  in  business  administration  and  in 
1987,  was  a PhD  candidate  in  economics. 
He  lectured  extensively  in  the  UH  Schools 
of  Nursing  and  Social  Work.  He  was  a 
scholar  and  gentleman  to  the  end. 

We  shall  fondly  remember  Masato  as  a 
comic  character,  attired  in  polo  outfit  and 
driving  his  sports  model  Jaguar  with  2 huge 
dogs  squeezed  in  the  front  seat  and  polo 
stick  protruding  from  a car  window  . . . 
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rilK  AIMKRK  AN  l«)ARI>  OF  QIIAFI  l Y ASSIIRANC  E 
&.  irHLI/.A TION  REVIEW  IMIYSK  IANS 


Insurance  covers  everything  except 
what  happens. 

In  Michigan,  a circuit  judge  upheld 
a Michigan  Insurance  Commission 
decision  requiring  Blue  Cross/Blue 
Shield  to  pay  radial  keratotomy  claims 
made  by  patients.  Previously,  the  Blues 
denied  reimbursement,  stating  the  pro- 
cedure was  experimental.  After  several 
days  of  testimony.  Judge  Edward 
Rogers  ruled  against  the  carrier,  stating 
that  the  procedure  was  incorrectly 
labeled,  and  was  not  experimental.  The 
reimbursement  was  projected  at 
$425/eye,  considerably  less  than  the 
fee,  but  more  importantly,  it  is  now  an 
established  health  insurance  precedent. 
But  our  Blues  is  Hawaii  Medical 
Services  Association,  and  our  Blues 
says,  “No  way,  Jose!  HMSA  will  not 
pay.” 

To  most  people  nothing  is  more  trou- 
blesome than  the  effort  of  thinking. 

The  American  Public  Health 
Association’s  Governing  Council  is  on 
the  way  to  losing  its  medical  credibili- 
ty. Last  year,  with  a surprise  resolution 
generated  by  optometrists,  the  APHA 
encouraged  states  to  expand  optometric 
scope  of  practice  to  include  prescrip- 
tion of  therapeutic  drugs.  This  year, 
ophthalmologists  offered  a resolution 
that  would  keep  APHA  encouraging 
appropriate  education,  training  and 
competency  for  those  who  practice 
medicine.  The  Council  refused  to 
accept  the  resolution,  stating  that  an 
expanded  optometric  scope  would  help 
inner  city  areas,  however,  the  Council 
failed  to  recognize  that  inner  city  areas 
tend  to  have  advanced  pathology.  It 
would  appear  that  APHA  is  likely  to  be 
a platform  for  the  other  para-medical 
pretenders  who  seek  to  legislate  their 
way  to  the  practice  of  medicine.  Is  any- 
one on  APHA’s  Governing  Council 
thinking? 

One  man’s  error  is  another  man’s 
data. 

Optical  Radiation  Corp  wanted  to 
get  into  the  lucrative  viscoelastic  mar- 

(Continued)  >■ 
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ket.  Ideally,  the  product  would  be  syn- 
thetic, so  they  could  avoid  the  thorny 
field  of  infringing  on  products  already 
in  use.  After  some  delay,  ORC  market- 
ed Orcolon,  receiving  Food  and  Drug 
Administration  approval  in  March 
1991.  Unfortunately,  it  is  now  evident 
that  a flurry  of  red  flags  that  preceded 
approval  were  apparently  ignored.  An 
uncontrollable  glaucoma  has  been 
reported  to  result  from  use  of  Orcolon, 
with  some  cases  of  blindness,  33  report- 
ed cases  of  emergency  surgery,  and  at 
least  250  reports  of  adverse  reactions. 
ORC  voluntarily  took  the  product  off 
the  market  in  October  1991.  Now  a 
criminal  investigation  is  underway  as  to 
why  the  product  was  approved  in  the 
first  place  since  clinical  evidence 
showed  the  product  could  cause  compli- 


cations. In  1988,  Wendell  Lee,  research 
director  at  ORC,  noted  that  there  were 
problems  making  Orcolon,  a synthetic 
viscoelastic.  Lee  was  subsequently 
fired,  he  says,  because  he  refused  to  fal- 
sify data.  Gregg  Whitaker,  senior  VP  of 
ORC,  says  Lee  was  fired  for  poor  per- 
formance, and  he  blames  the  adverse 
reactions  on  “one  batch  of  contaminated 
raw  materials.”  The  FDA  team  is  now 
investigating  among  other  things, 
whether  senior  officials  pressured  the 
lead  reviewer  into  signing  off  on 
Orcolon,  and  whether  any  officials  had 
questionable  ties  to  the  company.  And, 
in  addition  (whoopee,  bugler  sound  the 
charge!),  a Congressional  oversight 
panel  is  about  to  launch  a systematic 
review  of  the  way  the  FDA  approves 
medical  devices. 


CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  call  Association  Office  at  536-7702.  NON-MEMBERS,  please 
call  Leilani  at  521-0021.  4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


EMPLOYMENT  OPPORTUNITY 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S.  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in 
a Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


Progressive  group  of  five  BC  family  physi- 
cians seeks  a BC/BE  FP  to  join  us  in  cen- 
tral Washington  community  of  Ellensburg. 
We  offer  a full  spectrum  of  family  medicine 
in  a newly  remodeled  clinic.  Ellensburg  is  a 
rural  community  with  a population  of  13,000 
and  home  to  a major  state  university  of 
6,000  enrollment.  Outdoor  recreation  within 
30-60  minutes  includes  skiing,  hiking,  water 
sports,  fishing  and  hunting.  We  are  two 
hours  from  Seattle  and  35  miles  from 
Yakima,  a regional  medical  center.  We  offer 
a competitive  salary/benefit  pkg.  with 
opportunity  to  join  partnership  after  one 
year.  Interested  candidates  should  respond 
with  current  CV  to:  Don  Solberg,  M.D.  or 
Judy  Nielsen,  Clinic  Manager,  Valley  Clinic, 
716  E.  Manitoba,  Ellensburg,  WA  98926,  or 
phone  (509)  925-3151. 


OFFICES 


WILL  CONSIDER  ALL  OFFERS 

AINA  HAINA  PROFESSIONAL  BUILDING 

1.064  sf  turnkey  previous  medical  ofc.  & 837 
sf  ofc.  space  available.  Lots  of  parking. 

GREAT  LOCATION 

Carolyn  Schnack  Darrow  (RA)  373-9644 


REAL  ESTATE 

MANOA 

Best  street.  4 bd.,  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 


$$  HIGH  YIELDS-LOW  RISK  $$ 

Real  Estate  Mortgages  available  for  invest- 
ment from  25K  to  250K.  Yield  3x  - 5x  bank 
CD  rate  depending  on  term  & risk.  Call  Bob 
or  BC  at  Hawaii  Federal  Mortgage  (942- 
5626)  to  receive  our  newsletter. 

$$$  THE  LOAN  ARRANGERS  $$$ 


SERVICES 

CHINESE  ACUPUNCTURE  CLINIC 

Exp.  acupuncturist.  HI  lie.  Wants  referrals.  Car 
acc.,  low  back,  work  comp,  stop  smoking,  lose  wt. 

1155  Maunakea  St.  533-2498  LeAnne  Chee 

LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice  avail- 
able. Please  contact  Acute  Care  Medical 
Services.  262-4181 , 

LOCUM  TENENS  AVAILABLE 

Family  Practice,  Pediatrics,  Urgent  Care. 
No  agency  fees.  Deal  direct.  923-2981 . 

ATTENTION  RADIOLOGISTS!!! 

Been  working  too  hard  in  paradise?  Help 
is  available!!  Contact  Sheryl  North,  M.D. 
for  professional  Locum  Tenens.  Call  or 
write  5878  Boweroft  Street,  #1,  Los 
Angeles,  CA  90016.  310-839-0733.  Then 
relax  while  I work! 


An  ounce  of  image  is  worth  a pound 
of  performance;  a good  slogan  beats 
a good  solution. 

One  can  join  AMPAC,  HAMPAC, 
OPHPAC  and/or  contribute  directly  to 
your  favorite  politician,  but  a frontal 
approach  with  a good  idea  could  accom- 
plish much  more.  Robert  Reinicke  MD, 
past  president  of  AAO,  and  active  medi- 
cal politician,  offered  the  thought  to 
Harris  Wofford,  then  the  underdog  in 
the  Pennsylvania  race  for  U.S.  Senate, 
that  if  an  accused  criminal  has  a right  to 
a lawyer,  why  should  a sick  person  not 
have  a right  to  a physician?  Wofford 
liked  the  idea,  used  it  for  his  feature 
television  campaign  message,  and  went 
from  44  points  behind  in  August  to 
become  a winner  in  November.  The 
White  House  and  Congress  took  imme- 
diate notice,  and  began  to  spin  the  health 
care  turbines,  proving  again  that  one 
carefully  articulated  thought  can  have 
profound  repercussions. 

When  things  just  can’t  get  any  worse, 
dial  MICRA. 

St  Paul  Fire  and  Marine  Insurance 
Company,  a long-time  medical  liability 
underwriter,  is  seeking  rate  hikes  in  20 
states  where  it  writes  such  coverage. 
Increases  would  range  from  5%  to  25%, 
depending  on  specialty,  years  in  prac- 
tice, location,  and  number  of  years  with 
the  company.  Meanwhile  MICRA,  the 
malpractice  statute  passed  in  California 
in  1975,  has  demonstrated  that  the 
problem  can  be  altered.  In  1975,  the 
state  of  California  was  number  one  in 
cost  of  malpractice  premiums,  but  after 
16  years  of  MICRA,  California  docs  are 
35th  in  the  country.  Everyone  is  happy 
with  the  law  except  the  trial  attorneys. 

It  has  the  subtle  flavor  of  an  old  pair 
of  socks. 

So,  one  door  closes  for  the  lawyers, 
but  another  one  opens.  Staar  Surgical 
Company  has  filed  suit  against 
American  Medical  Optics  (AMO)  over 
foldable  lens  implants.  Staar  and  AMO 
reached  settlement  in  1990  in  their  orig- 
inal dispute  over  foldables,  but  Staar  is 
now  alleging  AMO  committed  fraud, 
deceit,  patent  infringement  and  misrep- 
resentation. Staar  wants  $50  million  in 
damages,  and  a temporary  and  perma- 
nent injunction  to  prevent  AMO  from 
continuing  to  make  silicone  lenses. 

Aloha  and  keep  the  faith. 

Its 
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n 1992,  MIEC’s  $18-million  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s: 


■ Einancial  strength,  which  adds  more 
than  $15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Ciood  luck. 


ISJur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


1 1 EC  will  strive  to  hold  down  the  cost 

of  quality  coverage  as  we  have  done 
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. . . the  significance  is  actuarial 


Medicaid  Recipients  and  psychiatric  treatment 

Wallace  K C Chun  MD 


This  is  a followup  of  the  article  of  the  same  title  published  in 
June  1989  (HMJ  48:6  221-234).  As  in  the  previous  article, 
there  were  7,000  Medicaid  outpatients  in  psychotherapy  and 
2,500  psychiatric  inpatients.  The  patients  were  on  the  islands 
of  Oahu,  Hawaii,  Maui  and  Kauai,  and  the  period  is  from 
September  1989  to  January  1991. 

Patients  and  methods 

As  in  the  previous  report,  all  of  the  outpatients  were 
Medicaid  recipients.  The  inpatients  were  admitted  to  the  same 
hospitals,  and  239,  or  9%  were  known  to  be  Medicaid  recipi- 
ents in  the  General  Assistance  (G)  or  Medical  Only  (M)  cate- 
gories. This  is  a 6%  decrease  from  the  previous  report. 

There  were  no  changes  in  the  methods  used  in  collecting 
and  analyzing  the  data. 

Results 

Outpatients 

There  was  a slight  change  in  the  number  of  patients  on 
Oahu  and  on  Hawaii,  with  an  increase  of  2%  for  Oahu  and  a 
corresponding  decrease  for  Hawaii  (see  Figure  I of  this  and 
the  previous). 

The  distribution  of  patients  by  island  and  by  sex  is  graphi- 
cally represented  in  Figure  2.  A significant  difference  between 
the  2 reports  is  that  more  women  were  seen  on  Oahu  in  the 
current  report  whereas  the  opposite  was  the  case  in  the  previ- 
ous report. 

The  distribution  of  patients  by  age  groups  is  also  graphical- 
ly presented  in  Figure  3.  A comparison  of  Figure  3 in  both 
reports  shows  differences  in  3 areas:  (1)  Patients  under  age  18; 
(2)  between  the  ages  of  18  and  35;  and  (3)  over  age  35.  In  the 
current  report,  more  patients  who  were  under  18  were  seen 
(1162  vs  1028)  fewer  patients  between  18  and  35  (2647  vs 
3239)  and  more  patients  over  35  (3129  vs  2733).  There  were 
1001  patients  (14.3%)  who  appeared  in  both  reports,  but  this 
does  not  explain  why  more  patients  under  18  and  over  35 
were  seen.  It  is  clear  that  the  patients  seen  in  the  current  report 
were  older  than  those  seen  in  the  previous  report,  discounting 
the  3-year  interval. 

The  distribution  of  patients  by  category  in  the  previous 
report  is  modified  in  this  report.  This  is  due  to  the  use  of  the 
Hawaii  Automated  Welfare  Information  (HAWI)  system,  in 
which  the  former  categories  of  G,  C,  E and  M,  are  no  longer 

(Continued  on  page  154)  >■ 
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FIGURE  1 - OUTPATIENTS 


DISTRIBUTION  BY  ISLAND 
KAUAI  (2.0%) 


FIGURE  2 - OUTPATIENTS 


3.0  r DISTRIBUTION  BY  ISLAND  AND  SEX 
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MEDICAID  RECIPIENTS  (Continued  from  page  152) 


used.  In  the  present  report  only  the  G category  could  be  iden- 
tified from  the  identification  numbers,  and  there  was  a 7% 
decrease  in  the  number  of  G or  General  Assistance  patients 
seen  ( see  Figure  4 in  both  reports). 

Table  1 shows  the  distribution  of  patients  by  island,  sex 
and  categories.  Statewide,  women  again  outnumbered  men 
(3724  to  3276),  but  by  a larger  margin  (by  448  in  the  current 


report  vs  30  in  the  previous  report.  More  women  and  fewer 
men  were  seen  on  Oahu  than  previously;  fewer  patients  were 
seen  on  Hawaii  ( 1307  vs  1452),  and  the  numbers  on  Maui  and 
Kauai  were  essentially  unchanged  (see  Table  1 of  both  reports 
for  details). 

Table  2 shows  the  distribution  of  patients  by  island,  age 
and  sex. 


TABLE  1 - OUTPATIENTS 

DISTRIBUTION  BY  ISLAND,  SEX  & CATEGORIES 

OAHU 

HAWAII 

MAUI 

KAUAI 

TOTALS 

CATS 

MALE 

FEMALE 

STOT 

MALE 

FEMALE 

STOT  MALE 

FEMALE  STOT  MALE 

FEMALE 

STOT 

TOTM 

TOTF 

GTOT 

G 

1228 

704 

1932 

284 

198 

482  22 

19  41  26 

23 

49 

1560 

944 

2504 

OTHER 

1402 

2063 

3465 

253 

572 

825  31 

85  116  30 

60 

90 

1716 

2780 

4496 

2630 

2767 

5397 

537 

770 

1 307  53 

104  157  56 

83 

139 

3276 

3724 

7000 

CATS- 

CATEGORIES:  STOT  - SUBTOTAL:  TOTM  - TOTAL  MALE:  TOTF  - TOTAL  FEMALE:  GTOT  - 

G - GENERAL  ASSISTANCE. 

GRAND  TOTAL. 

TABLE  2 - OUTPATIENTS 

DISTRIBUTION  BY  AGE,  ISLAND  & SEX 

OAHU 

HAWAII 

MAUI 

KAUAI 

AGE 

MALE 

FEMALE 

STOT 

MALE 

FEMALE 

STOT  MALE 

FEMALE 

STOT 

MALE 

FEMALE 

STOT 

TOTM 

TOTF 

GTOT 

<18 

429 

408 

837 

114 

150 

264  17 

20 

37 

10 

14 

24 

570 

592 

1162 

18-25 

240 

276 

516 

34 

79 

113  6 

6 

12 

5 

9 

14 

285 

370 

655 

26-35 

820 

735 

1555 

148 

205 

353  9 

38 

47 

13 

24 

37 

990 

1002 

1992 

36-45 

705 

661 

1366 

167 

197 

364  14 

29 

43 

15 

28 

43 

901 

915 

1816 

46-55 

271 

350 

621 

58 

96 

154  6 

6 

12 

7 

7 

14 

342 

459 

801 

56-65 

107 

220 

327 

12 

32 

44  1 

3 

4 

6 

1 

7 

126 

256 

382 

>65 

58 

117 

175 

4 

11 

15  0 

2 

2 

0 

0 

0 

62 

130 

192 

TOTALS 

2630 

2767 

5397 

537 

770 

1307  53 

104 

157 

56 

83 

139 

3276 

3724 

7000 

STOT  - SUBTOTAL:  TOTM  - TOTAL  MALE:  TOTF  - TOTAL  FEMALE:  GTOT  - 

GRAND  TOTAL. 
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Table  3 slunvs  tlic  distribulion  of  palieiUs  by  diagnosis,  sex 
and  island.  'I'lie  number  of  patients  with  the  diagnoses  of 
depressive  disorders,  bipolar  disorder  and  'other'  was  essen- 
tially iinehanged,  whereas  those  with  the  diagnoses  of 
sehizophrenia,  adjustment  dist)rder,  personality  disorder,  siib- 
stanee  abuse  and  anxiety  disorder  inerea.sed  in  number.  The 
number  of  patients  with  the  diagnosis  of  aleoholism  deereased 
markedly  (from  917  to  321 ),  substanee  abuse  inerea.sed  (from 
413  to  62 1 ),  but  the  eombined  group  of  aleohol  and  substanee 
abuse  deereased  (from  1332  to  942).  The  inerease  in  substance 
abuse  is  speculated  to  be  due  to  an  inerease  in  the  use  of 
cocaine  and  methamphetamine  (ice),  but  the  reason  for  the 
deerea.se  in  the  number  of  alcoholics  is  not  apparent. 

The  distribution  of  patients  according  to  their  providers  of 
care  is  presented  in  Figure  5.  Psychiatrists  saw  fewer  patients 
in  the  current  report  (46%  vs  60%  in  the  previous  report); 
psychologists  saw'  more  (43%  vs  34%)  and  clinics  also  saw 


more  (8.8%  vs  3.7%). 

Table  4 shows  (he  distribution  of  patients  by  island 
provitlers  and  sex.  All  providers,  except  psychiatrists  on 
flawaii,  treated  more  women  than  men. 

This  is  also  graphically  pre.sented  in  Figures  3A  through 
3D. 

Table  3 shows  the  distribution  of  patients  by  diagnosis  and 
providers.  Notable  differences  between  the  2 reports  are  found 
in  3 diagnostic  categories:  Schizophrenia,  alcohol,  and  sub- 
stance abuse.  The  State  Mental  Flealth  Clinics  saw  more  than 
double  the  number  of  schizophrenics  (240  as  compared  to 
1 13).  The  number  of  alcoholics  .seen  by  psychiatri.sts  dropped 
from  720  to  118  (79%  to  37%),  while  those  seen  by  psycholo- 
gists increased  from  182  to  197  (20%  to  61%).  The  number  of 
substance  abusers  seen  by  psychiatrists  dropped  from  312  to 
204  (73%  to  33%),  and  those  seen  by  psychologists  increased 
from  86  to  409  (21%  to  66%). 


TABLE  3 - OUTPATIENTS 

DISTRIBUTION  BY  DIAGNOSIS.  ISLAND  S SEX 


DX 

OAM 

OAF 

STOT 

HAM 

HA  F 

STOT 

MAM 

MA  F 

STOT 

KAM 

KA  F 

STOT 

TOTM 

TOTF 

GTOT 

ALC 

213 

62 

275 

13 

6 

19 

5 

1 

6 

15 

6 

21 

246 

75 

321 

DYS 

177 

285 

462 

53 

111 

164 

4 

11 

15 

12 

24 

36 

246 

431 

677 

SCH 

522 

491 

1013 

60 

54 

114 

4 

5 

9 

6 

5 

11 

592 

555 

1147 

ADJ 

350 

564 

914 

92 

177 

269 

9 

22 

31 

5 

13 

18 

456 

776 

1232 

PER 

186 

230 

416 

87 

57 

144 

1 

17 

18 

2 

2 

4 

276 

306 

582 

DEP 

218 

456 

674 

66 

120 

186 

6 

15 

21 

5 

15 

20 

295 

606 

901 

SUB 

412 

157 

569 

24 

14 

38 

3 

4 

7 

1 

6 

7 

440 

181 

621 

BIP 

96 

107 

203 

10 

14 

24 

2 

3 

5 

1 

2 

3 

109 

126 

235 

ANX 

84 

116 

200 

30 

84 

114 

7 

9 

16 

1 

2 

3 

122 

211 

333 

OTHER 

372 

299 

671 

102 

133 

235 

12 

17 

29 

8 

8 

16 

494 

457 

951 

2630 

2767 

5397 

537 

770 

1307 

53 

104 

157 

56 

83 

139 

3276 

3724 

7000 

DX  - DIAGNOSIS.  OA  - OAHO,  M - MALE:  F - FEMALE:  STOT  - SUBTOTAL:  HA  - HAWAII-,  MA  - MAUL,  KA  - KAUAt.  TOTM  - TOTAL  MALE:  TOTF  - TOTAL  FEMALE, 
GTOT  - GRAND  TOTAL:  ALC  - ALCOHOL:  DYS  - DYSTHYMIA:  SCH  - SCHIZOPHRENIA:  ADJ  - ADJUSTMENT  DISORDER:  PER  - PERSONALITY  DISORDER: 

DEP  - DEPRESSION,  SUB  - SUBSTANCE  ABUSE:  BIP  - BIPOLAR:  ANX  - ANXIETY. 


TABLE  4 - OUTPATIENTS 

DISTRIBUTION  BY  PROVIDERS,  ISLAND  S SEX 


OAHU 

HAWAII 

MAUI 

KAUAI 

TOTALS 

MALE 

FEMALE 

STOT 

MALE 

FEMALE 

STOT 

MALE 

FEMALE 

STOT 

MALE 

FEMALE 

STOT 

TOTM 

TOTF 

GTOT 

MD 

1174 

1248 

2422 

346 

304 

650 

18 

35 

53 

45 

57 

102 

1583 

1644 

3227 

PhD 

1169 

1194 

2363 

191 

466 

657 

34 

64 

98 

11 

26 

37 

1405 

1750 

3155 

CLIN 

287 

325 

612 

1 

5 

6 

288 

330 

618 

2630 

2767 

5397 

537 

770 

1307 

53 

104 

157 

56 

83 

139 

3276 

3724 

7000 

MD  - PSYCHIATRISTS:  PhD  - PSYCHOLOGISTS  CLIN  - CLINICS 
STOT  - SUBTOTAL:  TOTM  - TOTAL  MALE:  TOTF  - TOTAL  FEMALE:  GTOT  - GRAND  TOTAL. 
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Leasing  cars  for  business  is  a whole  new  ball  game. 


First  Hawaiian  Leasing  announces 
FirstLease  — a product  designed  expressly 
for  business  and  professional  people  who 
drive  their  vehicles  50%  or  more  for 
business  use. 

Advantages  of  FirstLease  include: 

• Monthly  payments  are  typically  25%  to 
35%  lower  than  conventional  financing  and 
remain  the  same  throughout  your  lease. 


• You  select  the  vehicle  and  dealer  of  your 
choice. 

• You  can  benefit  from  certain  tax  savings. 

• There’s  no  down  payment.  In  effect, 

FirstLease  gives  you  100%  financing. 

FirstLease  is  a convenient  and 
economical  way  of  financing  your  new  car, 
truck  or  fleet.  To  get  the  ball  rolling,  call 
the  FirstLease  Team  at  525-7035. 

The  FirstLease 

FlH^HAIMAIIAN  LEASING,  INC 

A financial  services  company  of  First  Hawaiian,  Inc. 


MKDICAII)  RKCIPIENTS  {Coiuiniied from  pufic  155) 


FIGURE  5 - OUTPATIENTS 

DISTRIBUTION  BY  PROVIDERS 


1.6 


FIGURE  5A  - OUTPATIENTS 

DISTRIBUTION  ON  OAHU  BY  PROVIDERS  & SEX 


1.4 


PROVIDERS 


FIGURE  5B  - OUTPATIENTS 

DISTRIB.  ON  HAWAII  BY  PROVIDERS  & SEX 
[ ] MALE  FEMALE 


PROVIDERS 


</> 
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FIGURE  50  - OUTPATIENTS 

DISTRIBUTION  ON  MAUI  BY  PROVIDERS  & SEX 


PROVIDERS 


Table  6 shows  distribution  by  age  and  diagnosis.  There  are 
no  significant  differences  between  the  2 reports  except  for 
those  previously  discussed. 

Table  7 shows  some  specifics  about  patients  with  the  diag- 
nosis of  schizophrenia,  with  no  significant  difference  between 
the  2 reports.  Again  384  patients  or  60%  of  the  619  patients 
seen  before  1985  were  between  the  ages  of  26  and  45. 


Inpatients 

The  distribution  of  inpatients  by  island  is  presented  in 
Figure  6.  Admissions  to  hospitals  on  Oahu  increased  by  near- 
ly 7%  while  all  other  islands  showed  decrea.ses.  The  distribu- 
tion of  patients  on  Oahu  by  hospital  is  shown  in  Figure  7 and 
by  hospital  and  sex  in  Figure  7A.  Admissions  to  Castle 
Medical  Center  increased  by  5%  and  more  women  were 
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PENSION 

HEADACHES? 


GET  THE  CURE... 

Are  pension  details  giving  you  a headache?  Call  hQCKS  and  get  the  cure.  As  third  Party 
administrators  of  qualified  retirement  plans,  HICKS  offers  complete  support  to  accountants  with 
consulting,  documentation  and  administration  for  their  clients. 

Clients  of  HICKS  enjoy  complete  discretion  of  trust  assets  while  never  having  to  worry  about 
compliance  issues  or  administration  duties.  With  HICKS,  all  required  Trust  Accounting, 
Participant  Allocations,  Government  Reporting  (including  IRS  form  5500)  and  Plan  Amendments 
are  handled.  And,  with  over  21  years  of  experience  behind  us,  accountants  enjoy  the  comfort  of 
knowing  their  clients'  plans  are  being  handled  by  the  best  in  the  business! 

So,  if  pension  headaches  are  getting  you  down,  call  HICKS  and  get  the  cure! 


’Self  Trustee  Plans 
•Standardized  Documents 
’Plan  Design  and  Amendment 
•Actuarial  Services 
•In-House  Continuing  Education 
•Training  for  Accountants 


PEMSiOfsl  SEFTvriCES 


•Profit  Sharing 
•401(k)  Profit  Sharing 
•Money  Purchase  Pension 
•Target  Benefit  Pension 
•Defined  Benefit  Pension 
•125/Cafeteria  Plans 


CPE 

nimnn 


615  Piikoi  Street  • Suite  2020  • Honolulu  HI  96814  • (808)  523-0144 


PERSONAL 

PRECAUTIONARY  APPAREL 

YOUNG  LAUNDRY 
& DRY  CLEANING 

BIOHAZARD  834-7560 

“Complete  Rental  Service  for  the  Healthcare  ProJessionaT 


admitted  in  the  current  report  (see 
Figure  7A  of  both  reports). 

A comparison  of  the  percentage  of 
outpatients  versus  inpatients  for  each 
island  is  graphically  shown  in  Figure  8. 
On  Oahu,  the  men-to-women  ratio  was 
reversed  in  the  present  report,  but  there 
were  no  significant  changes  on  the 
other  islands.  Figure  8A  demonstrates 
the  following:  The  percentages  on  each 
island  of  (a)  the  State's  population,  (b) 
its  Medicaid  recipients,  (c)  those  in  out- 
patient psychotherapy  and  (d)  those 
admitted  to  hospitals  for  psychiatric 
diagnosis.  When  comparing  this  report 
with  the  previous  report,  a significant 
difference  is  noted  in  the  increase  in  the 
percentage  of  inpatients  on  Oahu. 
Hawaii  continues  to  have  a larger  per- 
centage of  Medicaid  recipients  and  out- 
patients than  its  percentage  of  the 
State’s  population,  and  the  percentage 
of  inpatients  is  about  a third  of  that  of 
the  outpatients.  Maui’s  percentage  of 
inpatients  is  only  3 times  that  of  the 
outpatients  (6  times  in  the  last  report). 
Kauai’s  percentage  of  inpatients 
remains  at  more  than  three  times  that  of 
the  outpatients. 

The  distribution  of  inpatients  by 
island  and  sex  is  graphically  shown  in 
Figure  9,  with  no  significant  difference 
between  the  two  reports.  The  distribu- 
tion by  diagnoses  is  shown  in  Figure 
10.  What  appears  to  be  a large  drop  in 
the  diagnosis  of  dysthymia  is  an  arti- 
fact, depending  on  how  the  diagnosis 
was  coded,  whereas  the  combined 
totals  for  dysthymia  and  depression  in 
both  reports  (27.4%  vs  30%)  are  fairly 
close.  The  only  other  difference  is  the 
almost  threefold  increase  of  admissions 
for  substance  abuse  in  the  current 
report  (from  2.7%  as  compared  to 
7.5%). 

Tables  8 and  9 show  the  distribution 
by  age,  diagnosis,  island  and  sex  in 
greater  detail.  Both  reports  show  large 
numbers  of  admissions  ( 1793  or  72%  in 
the  current  report,  1894  or  74%  in  the 
previous  report)  for  those  between  the 
ages  of  18  and  45.  Both  reports  also 
show  a small  number  of  admissions  for 
those  under  18  or  over  65  (279  or  1 1% 
in  the  current  report,  235  or  9%  in  the 
previous  report). 

Figure  1 1 again  shows  that  a large 
majority  of  patients  (1874  or  nearly 
75%)  were  admitted  only  once.  This  is 
slightly  less  than  in  the  previous  report 
( 1927  or  77%).  In  the  current  report,  5 
patients  had  9 admissions  and  2 
patients  had  10  admissions,  whereas  8 

(Continued  on  page  160)>- 
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Make  life  easier 
for  many  of  your  patients 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Humulin  70/30.  Convenient  and  simple  to  administer. 

No  more  mixing.  No  more  mixing  errors. 
All  of  which  makes  living  with  diabetes  a 
little  easier  for  patients.  And  comphance 
a lot  easier  to  achieve. 


7oy 

Humulin 

70%  human  insulin  isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 

The  patient-friendly  premix 


WARNING:  Any  change  of  insulin  should  be  made  cautiously  and  only 
under  medical  supervision. 


HI-7905-B-249327  ©1992.  eli  lilly  and  company 


MEDICAID  RECIPIENTS  {Continued  from  page  158) 


FIGURE  5D  - OUTPATIENTS 

70  r DISTRIB.  ON  KAUAI  BY  PROVIDERS  & SEX 


60  “ 57 


PROVIDERS 


TABLE  6 - OUTPATIENTS 

DISTRIBUTION  BY  AGE  & DIAGNOSIS 

AGE 

ADJ 

DYS 

SCH 

ALC 

PER 

SUB 

DEP 

<18 

575 

47 

10 

0 

23 

5 

42 

18-25 

126 

48 

113 

18 

72 

80 

71 

26-35 

230 

200 

382 

113 

214 

279 

245 

36-45 

181 

224 

299 

119 

199 

183 

283 

46-55 

58 

105 

175 

50 

56 

58 

144 

56-65 

31 

39 

100 

21 

15 

16 

83 

>65 

31 

14 

68 

0 

3 

0 

33 

TOTALS 

1232 

677  1147 

321 

582 

621 

901 

DX  - DIAGNOSIS.  DEP  - DEPRESSION.  SCH  - SCHIZOPHRENIA; 

ALC  - ALCOHOL;  SUB  - SUBSTANCE  ABUSE; 

DYS  - DYSTHYMIA;  PER  - PERSONALITY  DISORDER. 

ADJ  - ADJUSTMENT  DISORDER. 

TABLE  5 - OUTPATIENTS 


DISTRIBUTION  BY  DIAGNOSIS,  PROVIDERS 

OTHER  STA 
MD  PhD  CLINICS  CLIN 


DX 

# 

% 

# 

% 

# 

% 

# 

BIP 

166 

71 

37 

16 

5 

2 

27 

DEP 

515 

57 

352 

39 

23 

3 

11 

SCH 

756 

66 

102 

9 

49 

4 

240 

ALC 

118 

37 

197 

61 

3 

1 

3 

SUB 

204 

33 

409 

66 

3 

<1 

5 

DYS 

390 

58 

266 

39 

17 

3 

4 

PER 

223 

38 

339 

58 

12 

2 

8 

ANX 

190 

24 

128 

66 

15 

5 

0 

ADJ 

291 

24 

832 

66 

104 

9 

5 

OTHER 

374 

39 

493 

52 

68 

7 

16 

TOTAL 

3227 

3155 

299 

319 

DX  - DIAGNOSIS-.  BIP  - BIPOLAR.  DEP  - DEPRESSION. 

SCH  - SCHIZOPHRENIA-.  ALC  - ALCOHOL.  SUB  - SUBSTANCE  ABUSE-. 
DYS  - DYSTHYMIA-.  PER  - PERSONALITY  DISORDER.  ANX  - ANXIETY- 
ADJ  - ADJUSTMENT  DISORDER. 


TABLE  7 - 

SCHIZOPHRENIA 

YF<85 

YF 

# 

AGE 

# 

90 

196 

<18 

1 

89 

118 

18-25 

24 

88 

81 

26-35 

196 

87 

57 

36-45 

188 

86 

39 

46-55 

106 

85 

53 

56-65 

57 

<85 

619 

<65 

47 

1163 

619 

YF  = 

YEAR  FIRST  SEEN 

admissions  (involving  just  2 patients)  was  the  most  in  the  pre- 
vious report.  There  were  376  patients  who  are  represented  in 
both  reports. 

Figure  12  shows  admissions  by  month;  the  admissions 
were  relatively  evenly  distributed  throughout  the  year,  with 
one  exception:  The  month  of  June  1990.  It  is  not  known  why 
the  admissions  during  that  month  were  so  much  less  than  in 
most  of  the  other  months. 
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MKDICAII)  RKCIPIHNTS  (Conlimted fwm  puf^e  160) 


FIGURE  7 - INPATIENTS 

OAHU  - BY  HOSPITALS 
ST.  FRANCIS  (0.4%) 
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FIGURE  7A  - INPATIENTS 

OAHU  - BY  HOSPITAL  & SEX 

I I MALE 
FEMALE 


436 


480 


1 


J 


OUEEN'S 


CASTLE 


ST.  FRANCIS 
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i Speed  up  claims  submissions 
i Prevent  Rejections 
i Increase  your  cash  flow 
i Reduce  overhead  costs 

Kris-Care  Medical  Billing 
specializes  in  electronic 
claims  billing.  This  will 
ensure  that  your  practice 
receives  payments  quickly. 
Our  highly  accurate,  rapid 
claims  filing  will  boost  your 
reimbursement  levels. 
Licensed,  trained  profes- 
sionals will  work  directly  with 
you. 

w e can  save  time  and 
money.  Call  us  today. 


Kris-Care 
Medical  Billing 

(808)  254-0429 


MIEC 


and  the 

HAWAII  MEDICAL  ASSOCIATION 
present 

A Practice 

Management  Seminar 


Tuc.sday,  July  14  and  Wednesday,  July  15 
12:00  pm  - 2:30  pm 
Hyatt  Regency  Waikiki 
2424  Kalakaua  Ave.,  Honolulu,  HI 

LEEWARD 
Thursday,  July  16 
12:00  pm  - 2:30  pm 

Pali  Momi  Medical  Center 
98-1079  Moanalua  Road,  Aiea,  HI  96701 

KAUAI 
lYiday,  July  17 
12:00  pm  - 2:30  pm 
G.  N.  Wilcox  Hospital 
3420  Kuhio  Hwy.,  Lihue,  Kauai 


Register  with 

Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,Oakland,  CA  94618 
Telephone  Toll  Free  (800)  227-4527 
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MEDICAID  RECIPIENTS  (Continued  fnvn  page  161) 


TABLE  8 - INPATIENTS 

DISTRIBUTION  BY  AGE.  ISLAND  & SEX 


OAM 

OAF 

STOT 

HAM 

HAF 

STOT 

MAM 

MAF 

STOT 

KAM 

KA  F 

STOT 

TOTM 

TOTF 

GTOT 

<18 

46 

82 

128 

6 

2 

8 

4 

1 

5 

3 

4 

7 

59 

89 

148 

18-25 

151 

134 

285 

10 

8 

18 

14 

10 

24 

8 

3 

11 

183 

155 

338 

26-35 

365 

277 

642 

33 

20 

53 

30 

37 

67 

26 

11 

37 

454 

345 

799 

36-45 

269 

241 

510 

29 

22 

51 

26 

27 

53 

16 

26 

42 

340 

316 

656 

46-55 

104 

121 

225 

7 

9 

16 

10 

13 

23 

13 

9 

22 

134 

152 

286 

56-65 

40 

66 

106 

4 

8 

12 

2 

5 

7 

10 

7 

17 

56 

86 

142 

>65 

43 

72 

115 

0 

0 

0 

3 

3 

6 

6 

4 

10 

52 

79 

131 

TOTALS 

1018 

993 

2011 

89 

69 

158 

89 

96 

185 

82 

64 

146 

1278 

1222 

2500 

OA  M-  OAHU  MALE;  F - OAHU  FEMALE;  ST OT  - SUBTOTAL;HAM  ■ HAWAII  MALE;  HA  F - HAWAII  FEMALE;  MA  M-  MAUI  MALE;MA  F-  MAUI  FEMALE 
KA  M - KAUAI  MALE;  KA  F - KAUAI  FEMALE;  TOTM  - TOTAL  MALE;  TOTF  - TOTAL  FEMALE;  GTOT  - GFIAND  TOTAL. 


TABLE  9 -INPATIENTS 

DISTRIBUTION  BY  DIAGNOSIS,  ISLAND  & SEX 


DX 

OAM 

OAF 

STOT 

HAM 

HA  F 

STOT 

MAM 

MAF 

STOT 

KAM 

KAF 

STOT 

TOTM 

TOTF 

GTOT 

SCH 

334 

246 

580 

34 

21 

55 

18 

21 

39 

28 

23 

51 

414 

311 

725 

DEP 

223 

270 

493 

10 

16 

26 

14 

22 

36 

11 

9 

20 

258 

317 

575 

DPS 

18 

25 

43 

2 

3 

5 

0 

2 

2 

0 

0 

0 

20 

30 

50 

DYS 

18 

27 

45 

2 

0 

2 

2 

5 

7 

5 

1 

6 

27 

33 

60 

DSS 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

BIP 

103 

130 

233 

4 

4 

8 

10 

12 

22 

4 

8 

12 

121 

154 

275 

ALC 

39 

11 

50 

15 

5 

20 

13 

8 

21 

13 

6 

19 

80 

30 

110 

SUB 

88 

43 

131 

11 

5 

16 

13 

11 

24 

7 

9 

16 

119 

68 

187 

OBS 

13 

8 

21 

0 

1 

1 

1 

1 

2 

2 

0 

2 

16 

10 

26 

OTHER 

182 

233 

415 

11 

14 

25 

18 

14 

32 

12 

8 

20 

223 

269 

492 

1018 

993 

2011 

89 

69 

158 

89 

96 

185 

82 

64 

146 

1278 

1222 

2500 

SCH  - SCHIZOPHRENIA;  DYS  - DYSTHYMIA;  DSS  - DYSTHYMIA  WITH  SUICIDE;  DEP  - MAJOR  DEPRESSION.  DPS  - DEPRESSION  WITH  SUICIDE; 

BIP  - BIPOLAR;  ALC  - ALCOHOL;  SUB  - SUBSTANCE  ABUSE;  OBS  - ORGANIC  BRAIN  SYNDROME;  DX  - DIAGNOSIS;  OA  M-  OAHU  MALE;  OA  F - OAHU  FEMALE; 
STOT  - SUBTOTAL;  HAM -HA  WAII  MALE;  HAF- HAWAII  FEMALE;  MA  M-  MAUI  MALE;  MAF- MAUI  FEMALE;  KA  M - KAUAI  MALE;  KA  F - KAUAI  FEMALE; 

TOTM  - TOTAL  MALE;  TOTF  - TOTAL  FEMALE;  GTOT  - GRAND  TOTAL. 
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FIGURE  8A  - POPULATION 
AND  PATIENTS 
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MKDICAII)  RECIPIENTS  (Contiiiucd from  pcif’e  162) 


Discussion 

Analysis  of  the  data  in  patients  seen  approximately  3 years 
later  has  provided  the  State  Department  of  Human  Services 
with  valuable  information  about  patients  and  providers  in 
terms  of  changes  and  trends.  Of  the  7,()()()  outpatients  in  each 
report,  1001  or  14.3%,  appeared  in  both  reports.  Of  the  2, .300 
inpatients  in  each  report,  376  or  1.3%  appeared  in  both  reports. 
This  suggests  that  there  is  a small  core  of  outpatients  and 
inpatients  who  may  be  considered  chronic.  However,  by  and 
large,  there  is  a large  turnover  of  patients. 

The  small  increase  in  both  outpatients  and  inpatients  seen 


FIGURE  9 - INPATIENTS 

DISTRIBUTION  BY  ISLAND  & SEX 
r~i  MALE  FEMALE 


OAHU  HAWAII  MAUI  KAUAI 

ISLAND 


NUMBER  OF  ADMISSIONS 


on  Oahu,  the  difference  in  the  ages  of  the  outpatients,  the 
large  decrease  in  alcoholics  and  the  large  increase  in  sub- 
stance abusers  who  were  seen;  the  increase  in  the  number  of 
outpatients  seen  by  psychologists,  the  increase  in  the  number 
of  patients  admitted  to  Castle  Medical  Center  and  the 
increase  in  the  number  of  schizophrenics  seen  in  the  State 
Mental  Health  Clinics  are  the  notable  differences  demonstrat- 
ed when  the  3 reports  are  compared.  As  the  need  arises  other 
parameters  may  be  examined  or  specific  information  on  dif- 
ferent items  may  be  extracted  from  the  data  provided  in  the  2 
reports.  ■ 


FIGURE  10 -INPATIENTS 

DISTRIBUTION  BY  DIAGNOSIS 


Organic  Brain  Syndrome  (1 .0%) 


FIGURE  12 -INPATIENTS 

ADMISSIONS  BY  MONTH 


Hawaii  Medical  Journal — Vol.  31,  No.  6 — June  1992 


163 


Highlights  of  the  HMA  Council  Meeting  of  May  8,  1992 


Present  at  the  HMA  Council  Meeting  on  8 May  1992 
were;  Drs  S Wallach.  President,  J Chang,  A Don,  J Spangler, 
J McDonnell,  C Kam,  R Stodd,  F Holschuh,  M Cheng,  L 
Sakai,  R Lee-Ching,  C Lehman,  P Blanchette,  R Embry,  R 
Kimura,  M Shirasu,  R Goodale,  H Fong,  T Smith,  G Goto,  J 
Lumeng,  WWY  Chang,  A Kunimoto,  N Winn  and  J Gaspar- 
medical  student  representative.  Also  present  were:  B Fong  - 
Medical  Director  - Aetna  Medicare,  F Reppun  - Editor  HMJ. 
V Woo  - Legal  Counsel,  N Kaneshiro  - medical  student,  and 
guest  Sue  Slavish,  Infection  Control  Coordinator  - The 
Queen's  Medical  Center.  HMA  staff  present  were:  J Won,  N 
Jones,  B Kendro,  J Asato,  L Tong,  P Kawamoto,  J Estioko, 
L Burgess,  and  M Lindsey,  recording  secretary. 

ACTION 

1.  Council  agreed  to  financially  support  a history  of 
health  care  financing  in  Hawaii  to  be  published  by  HMSA 
Foundation  in  cooperation  with  other  health  care  leaders  in 
the  community. 

2.  The  deadline  to  implement  OSHA/DOSH  regulations 
regarding  management  of  accidental  exposure  to  blood/body 
fluids  is  extended  to  June.  It  was  moved  and  seconded  that 
HMA  disseminate  information  regarding  available  estab- 
lished guidelines  from  AMA,  DOSH,  and  others  to  HMA 
members.  Council  also  approved  a seminar  regarding  these 
guidelines  for  HMA  members,  and  will  invite  nonmembers. 
Nonmembers  wishing  to  attend  will  be  charged  a substantial 
registration  fee  and  encouraged  to  join  HMA. 


3.  The  registration  fee  for  an  HMA  member  to  attend  the 
First  Statewide  Primary  Care  Conference  sponsored  by  the 
Hawaii  State  Primary  Care  Association  was  approved. 

4.  The  purchase  of  20,000  brochures  about  Anabolic 
Steroid  Abuse  for  $900  was  approved.  The  brochures  will  be 
printed  along  with  20,000  brochures  paid  for  by  the  DoH 
and  will  be  distributed  to  HMA  members  for  their  offices, 
UH  medical  faculty  and  students.  Chapters  of  the  American 
Academy  of  Pediatrics  and  medical  specialty  societies.  The 
DOH  brochures  will  be  distributed  in  the  community  and 
through  the  Department  of  Education  to  children  and  adoles- 
cents. 

5.  U.S.  House  Bill  3090  to  reauthorize  the  Title  X Family 
Planning  Program  and  overturn  the  "Gag  rule”  regulation, 
which  prohibits  physicians  to  counsel  or  refer  patients  to 
abortion  facilities,  was  supported  by  Council. 

INFORMATION 

1.  Dr  Calvin  Sia  will  receive  an  Honorary  Doctor  of 
Humane  Letters  degree  from  the  University  of  Hawaii  — 
Congratulations,  Cal! 

2.  MIEC  Loss  Prevention  Seminars  will  be  held:  Hyatt 
Waikiki  14  and  15  July;  Pali  Momi  Medical  Center  on  16 
July  and  on  Kauai,  17  July. 

3.  The  Legislative  Committee  has  been  active  this  legisla- 
tive session  with  favorable  results.  Thanks  to  all  HMA  mem- 
bers who  participated  in  providing  testimony  and  lobbying. 
Please  call  HMA  for  information  on  specific  legislative  bills. 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Henry  N.  Yokoyama  MD 


Life  in  These  Parts  . . . 

Should  Nurse  Practitioners  Prescribe 
Medication? 

Dr  John  Lewin,  State  Health  Director, 
says,  “It  can  be  done  in  partnership  with  doc- 
tors — and  not  in  conflict  with  them.” 

Stephen  Wallach,  HMA  president  says:  “I 
need  to  be  more  convinced.  I’m  not  sure  pub- 
lic safety  is  their  first  consideration.” 

Of  Boobs  and  Books. . . 

"Dr  Robert  Flowers,  best  known  for  the 
“Boobs  by  Bob”  T-shirts  he  gives  to  breast 
implant  patients,  has  just  accepted  an  invita- 
tion to  co-author  the  first  Croatian  language 
book  on  plastic  surgery  with  Dr  Bosko 
Milojevic,  Croatia’s  best  known  cosmetic 
surgeon,  who  studied  with  Bob  some  years 
ago.” 

(Don  Chapman,  January  13,  1992) 

Now  a frozen  in-vitro  baby...  What  Ne.xt? 

The  Pacific  In-Vitro  Fertilization 
Institute,  founded  in  1985,  has  a track  record 
of  160  in-vitro  babies  born.  Now  it  has  a 
frozen  embryo  baby  born  on  December  29. 
OB/GYN  Phil  McNamee,  one  of  the 
founders,  hopes  his  next  breakthrough  will  be 
a micro-manipulation  pregnancy  (ie,  a proce- 
dure that  involves  drilling  tiny  holes  on  an 
egg  so  that  sperms  can  penetrate  easier). 

Professional  Moves 

December:  New  Straub  physicians 

OB/GYN:  Philip  Browning,  Kaneohe 
Family  Health  Center 

FP  Medicine:  Bruce  Chung,  Kailua 
Family  Health  Center 

Chest  Diseases:  Elaine  Imoto,  King  Street 
Internal  Medicine:  Lois  Saruwatari, 
Financial  District  Clinic 

Orthopedics:  James  Scoggin  III,  King 
Street 

Pediatrics:  Paula  Wyatt,  Hawaii  Kai 
Family  Health  Center 

Orthopod  Brian  Stephens  joined  the 
Kauai  Medical  Group 

January: 

Cardiologists  Neal  Shikuma  and  Stanley 
Kawanishi  announced  the  formation  of 
I Hawaii  Cardiology  Inc  with  offices  in 
I Honolulu  and  Ewa. 


OB/GYN  David  McDonald  joinerl  the 
Kauai  Medical  Group,  Inc 

Bruce  Chrisman  retired  from  full-time 
practice  and  Robert  Peterson  took  over. 

William  Dung,  president  of  the  Hawaii 
Permanente  Medical  Group  for  20  years 
retired  at  the  end  of  1991.  Michael  Chaffin, 
executive  VP  and  president-elect  since  1990 
was  named  president  of  HPMG,  which  has 
270  physicians. 

February: 

Alan  HS  Cheung,  board-certified  in  gen- 
eral surgery  and  transplantation,  joined 
Livingston  Wong,  Fong-Liang  Fan  and 
Whitney  ML  Limm.  The  Surgical  Associates, 
Inc  has  offices  at  St  Francis  MOB,  Ste  208, 
and  The  Queen’s  PB  II,  Ste  709. 

Hors  De  Combat 

Pat  Saiki,  our  favorite  former  U.S. 
Representative  and  now  Small  Business 
Administration  head  said  in  a speech  to  the 
12th  National  Legislative  Congress  on  Small 
Business  Issues  in  Kansas  City:  “A  plan  to 
require  businesses  nationwide  to  either  offer 
health  insurance  for  employees  or  pay  a spe- 
cial tax  for  government-provided  insurance 
for  workers  is  unacceptably  risky  and  basi- 
cally impractical.  When  you  analyze  it,  ‘play 
or  pay’  will  definitely  devastate  small  busi- 
nesses.” 

State  DoH  director  John  Lewin  MD,  who 
spent  much  of  the  past  year  lobbying  in 
Washington  for  national  health-care  reform 
feels  otherwise:  “We  need  to  dispel  the  myth 
that  requiring  everyone  to  have  insurance 
increases  health  care  costs  ...  It  actually 
reduces  them.” 

Sportsmen 

The  Annual  Accupath  Golf  Tournament 
was  held  Thursday,  March  12  at  the  Hawaii 
Kai  Golf  Course.  It  poured  icy  rain  all  18 
holes  of  play  yet  most  of  the  die-hards  fin- 
ished with  rain  jackets  soaked  through  and 
fingers  frozen  stiff.  The  format  fortunately 
called  for  discarding  the  worst  score.  The  fel- 
lowship was  great  and  there  were  door  prizes 
for  everyone.  Physician  winners  were: 

1st  place:  Bill  Dang  - net  50 
2nd  place:  Peter  Wai  - net  59 
3rd  place:  George  Shimamura  - net  60 
4th  place:  Kevin  Chen  - net  61 
5th  place:  Ray  Wong  - net  61 
6th  place:  Albert  Tomai  - net  61 
7th  place:  I Rahmna  - net  61 
10th  place:  Francis  Soon  - net  64 
1 1th  place:  Thomas  Teruya  - net  64 
12th  place:  Roy  Niimi  - net  65 
18th  place:  Herman  Mercado  - net  68 
19th  place:  Mike  Okihiro  - net  68 
* * * 

Hear  about  the  lady  golfer  who  was  stung 
by  a bee?  She  rushed  back  to  the  club  house 
where  the  Pro  directed  her  to  a doctor’s 
office  nearby.  The  doctor  asked:  “Where 
were  you  stung?”  Between  the  1st  and  2nd 
hole.”  The  good  doctor,  a golfer  himself 

{Continued  on  page  168)  >■ 
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hAWAiiAn  Regent 

A Neu'  Tradition  in  Hawaiian  Hospitality. 
Otaka  Hotels  and  Resorts 
2552  Kalakaua  Avenue 
Honolulu.  Hawaii  96815-3699 


Hie  only  place  on 
Earth  not  governed 
by  Murphy’s  Law 

Meet  here  and  you  simply  can't  go  wrong. 

Our  seasoned  Convention  Sendees 
Manager  takes  care  of  eveiytliing.  All  1,346 
rooms  have  a picuire  view.  Three  ballrcxtms 
and  11  meeting  rcxims  provide  ample  space. 

You  can't  beat  our  catering  .staff  and  six 
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For  more  infomiation,  call  808-921-S184. 


THERE  IS  SOMETHING 
YOU  CAN  DO  ABOUT  AIDS 


Life  Foundation 


The  A.I.D.S.  Foundation  of  Hawaii 

924-AlDS 


Aloha  United  W^y 

H brYig&  out  the  best  in  al  d ifi. 


Enclosed  is  my  tax  deductible  donation 
to  help  The  AIDS  Foundation  of  Hawaii 


Name 


Address 


Donation  $ 

MAIL  TO:  LIFE  FOUNDATION 
P.O.  Box  88980.  Honolulu.  HI  96830-8980 


NEWS  & NOTES 

(Continued  from  page  167) 

replied,  "Then  your  stance  is  too  wide.” 

(As  told  by  humorist  Cas  Jasinski) 

Quotables 

Re  RBRVS:  "Under  cuixent  regulations,  a 
car  mechanic  gets  more  for  examining  a car 
than  a physician  receives  for  a complete 
physical  examination  of  a patient.”  Martin 
Edelstein  MD,  Great  Neck.  NY  (From 
Medical  World  News.  January  1992) 

jfc  j}c  ^ 

"We  Rent  Sewer  Snakes  for  Stuffed  Up 
Heads”  Sign.  Hawaiian  Rent  All  (Corner  of 
McCully  and  Beretania  streets)  [Ed,  our 
favorite  humorist  is  back] 

^ ^ 

Pat  Says: 

Poll  question:  "What's  the  bigger  prob- 
i lent:  ignorance  or  apathy?" 

Man  on  the  street:  "I  don't  know  and  I 
don't  care.” 

Pat  says:  "That's  the  trouble  with  this 
world.” 

^ 

Pat  says,  "Tomorrow  is  already  gone.” 
"Why?” 

"We  worry  so  much  at  present  about 
those  mistakes  we  made  in  the  past  which 
may  screw  up  tomorrow.”  “That's  why.” 

(As  told  by  Pat,  our  tennis  playing 
j philosopher) 

Physicians  Speak  Up 

Gene  Altman  notes  that  a national  catalog 
offers  an  accurate  alcohol  breath  analyzer  for 
$149  made  by  the  same  company  that  sup- 
plies police  departments.  Gene  suggests  that 
bars  and  restaurants  serving  alcohol  and  even 
safety-minded  private  party  hosts  could  offer 
this  simple  test  free  to  imbibers  [Ed/We 
think  the  idea  merits  looking  into]. 

JAMA  editor  George  Lundberg  in  the 
December  issues  states:  “1  want  all  physi- 
cians to  take  it  as  a personal  responsibility  to 
confront  every  patient  they  see  about  tobac- 
co...and  to  badger  them  about  their  tobacco 
use.”  [Ed/Locally,  crusading  ENT  Hideo 
Oshiro  has  been  doing  just  that  for  the  past 
30  years.) 

Oncology  Conference 

Case  of  a 77-year-old  woman  with 
obstructive  jaundice  and  a pancreatic  lesion. 

Oncologist  Ken  Sumida:  "This  is  a 72- 
year-old  woman  who  is  a therapeutic  dilem- 
ma. One  year  ago  she  was  worked  up  for 
abdominal  discomfort  an  a CT  scan  showed  a 
pancreatic  mass.  She  had  a gastrojejunostomy 
and  a cholecystectomy.  Biopsy  of  the  pancre- 
atic head  showed  chronic  pancreatitis  rather 
than  adeno  Ca.  Rather  than  irradiate  the  mass, 
we  opted  to  follow  with  CT  scans.  More 
recently,  she  developed  jaundice.  ERCP  was 
suspicious  for  pancreatic  Ca,  but  needle  biop- 
sies again  did  not  show  Ca.  She  is  an 
extremely  functional  77-year-old  even  with 
her  past  history  of  PVD  and  CVA  in  1989.” 

Radiologist  Dave  Sakuda  projected  the 
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CT  scans  dating  back  in  May  IddO  wliich 
slinwcd  cystic  dilation  of  tlic  pancreatic  duel. 
Tlie  post  op  scan  showed  further  dilation  and 
a recent  CT  scan  showed  bilary  duct  dilation 
as  well.  "The  HRCP  shi>ws  something  block- 
ing the  duct,  and  we  worry  about  Ca." 
Pathologist  Larry  McCarthy  apologized: 
"This  has  been  a difficult  problem.  The  PWO 
biopsy  tissue  showed  nei  tumor  cells.  There  is 
fibrous  tissue  v\ith  inflammation  and  a few 
duets.  Our  report  w ent  out  as  ‘ehronie  pancre- 
atitis'." 

Moderator  Glenn  Kokame:  "The  surgery 
is  confusing  to  me.  She  had  a gastrojejunosto- 
my and  then  a cholecystectomy."  Larry 
e.xplained.  "She  had  gallstones."  Glenn  was 
not  satisfied:  “She  is  77,  and  she  probably 
had  stones  all  these  years.”  Dr  Brian  Issell. 
director  of  the  Cancer  Research  Center  of 
Hawaii,  was  asked  if  there  were  any  new 
drugs  for  pancreatic  Ca.  Dr  Issell  was  brief: 
“None.”  Someone  asked.  “How  about 
Laparoseopic  biopsy?”  Glenn:  "The  pancreas 
being  retroperitoneal  is  hard  to  expose.  You 
have  to  do  a blind  biopsy.  If  the  patient  has 
one  or  one  and  a half  years  survival  time  left, 
a surgical  decompression  could  be  recom- 
mended. Stents  are  hard  to  keep  open." 

David  Sakuda  was  confident:  “Stents  are 
easily  done,  and  we  do  them  on  preterminal 
patients.  The  question  is  the  quality  of  life.” 
Ken:  "The  surgeon  is  reluctant  to  do  a surgi- 
cal decompression  because  he  will  have  to 
take  down  the  gastrojejunostomy."  Grant 
Stemmerman  added.  "There  is  a 5%  survival 
of  pancreatic  Ca  at  6 months.  She  is  now  18 
months  and  this  raises  the  question  of  pseu- 
do-tumor rather  than  adeno  Ca.”  Glenn 
quipped,  "In  other  words,  give  her  a lO-foot 
pole.  David,  can  you  do  a percutaneous  trans- 
hepatic  catheterization  on  her?"  David  report- 
ed smugly,  "She's  already  been  decom- 
pressed.” 

Miscellany 

JOKES  WE  THOUGHT  EUNNY 

A farm  boy  accidently  overturned  his 
wagonload  of  corn  on  the  road.  A farmer  who 
lived  nearby  went  over  to  look.  "Hey  Willis,” 
he  called,  “forget  yer  troubles  for  a spell  and 
have  dinner  with  us.  Til  help  you  with  the 
wagon  later.”  "That's  mighty  nice  of  you," 
Willis  said,  "but  I don't  think  Pa  would  like 
me  to.”  “Aw,  come  on.  son!"  the  farmer 
insisted.  “Well.  OK."  the  boy  finally  agreed. 
"But  Pa  won't  like  it.”  After  a hearty  meal. 
Willis  thanked  his  host.  “I  feel  a lot  better 
now.  but  1 just  know  Pa  will  be  upset." 
“Nonsense,"  the  farmer  said,"  "where  is  your 
pa,  anyway?”  "Under  the  wagon.” 

( Part}'  Jokes  PB  February  1 992 ) 

Oncology  Dialogue 

A 23-year-old  single  man  has  teratocarci- 
noma  of  the  testicle.  Oncologist  Clayton 
Chong  explained  that  chemotherapy  is  so 
effective  there  is  no  need  for  retroperitoneal 
surgery,  which  causes  infertility  and  retro- 
grade ejaculation.  He  felt  the  case  calls  for 
careful  surveillance  by  following  tumor 
markers,  CXRs  q 2 months  and  CT  scans.  If 


there  is  recurrence,  it  will  occur  within  6 
months.  If  no  recurrence  within  the  period, 
(he  patient  is  cured. 

.Surgeon  moderator  Glenn  Kokame  report- 
ed that  retroperitoneal  nerve-sparing  surgery 
bilaterally  causes  retrograde  ejaculation 
while  unilaterally  does  not.  Oncologist  Ken 
Sumida:  "We  plan  intensive  observation  after 
normalization  of  tumor  markers.”  Glenn 
asked.  "How'  about  the  role  of  radiation?” 
Radiotherapist  Ed  Quinlan:  "Very  little  place 
for  radiation.”  Vince  Brown  agreed:  "No 
role.”  Glenn  called  on  Grant  Stemmerman: 
"Stemmy,  how  about  epidemiology?” 
Stemmy:  "It  is  less  common  in  Japanese  here 
than  in  Japan.  Less  in  blacks  and  whites.  It's 
a disease  of  specific  groups."  Clayton:  "MD 
Anderson  epidemiology  data  shows  an  asso- 
ciation with  hernia  repair  for  seminomas. 
Germ  cell  tumor  patients  would  be  dead. 
Netherlands  data  shows  that  the  12th  chro- 
mosome may  predict  testicular  tumors." 
Glenn  asked,  "How  about  chimney  sweeps?" 
Stemmy:  “That's  for  scrotal  cancers.” 

In  Memoriain 

Masato  Hasegawa  — A man  for  all  sea- 
sons and  an  avid  polo  player. 

MM  Hasegawa,  84,  died  quietly  at  his 
Nuuanu  home  on  April  24,  1991.  No  funeral 
services  were  held  and  his  ashes  were  scat- 
tered at  sea  with  the  ashes  of  his  2 beloved 
dogs,  the  Irish  wolfhound  and  the 
Weimaraner. 

Masato  was  a colorful  and  witty  intellec- 


tual adored  by  all.  Masato  was  born  in 
Wahiawa,  attcndeil  Hilo  High  anil  San  Mateo 
Junior  College,  and  graduated  from  U of 
California  in  1940.  He  was  attending  U of  C 
met!  school  when  war  broke  out,  and  he  was 
interned  with  the  west  coast  Japanese. 

In  1943,  Masato  joined  the  442nd  Combat 
Team  and  when  the  war  ended,  he  continued 
his  medical  studies  at  Wayne  State  School  of 
Medicine,  graduating  with  distinction.  After 
interning  in  Detroit,  he  served  with  the 
Military  Sea  Transport  Service  as  a ship’s 
surgeon  and  mustered  out  with  the  rank  of 
Captain.  He  then  continued  as  a resident  in 
pediatric  surgery  at  Harvard  and  at  our 
Children's  Hospital. 

Since  1953.  Masato  served  as  chiefs  of 
staff  at  Kapiolani  Maternity  Hospital. 
Children’s  Hospital  and  The  Queen’s 
Hospital,' Masato  was  a founding  member  of 
Aloha  LInited  Way,  and  was  twice  commend- 
ed by  the  State  Senate  for  his  services  to  the 
State  and  community. 

In  1974,  Masato  earned  a master's  degree 
in  business  administration  and  in  1987  was  a 
PhD  candidate  in  economics.  He  lectured 
extensively  in  the  UH  Schools  of  Nursing 
and  Social  Work.  He  was  a scholar  and  gen- 
tleman to  the  end. 

We  shall  fondly  remember  Masato  as  a 
comic  character,  attired  in  polo  outfit  and 
driving  his  sports  model  Jaguar  with  2 huge 
dogs  squeezed  in  the  front  seat  and  polo  stick 
protruding  from  a car  window  . . . 


mel  r.  hertz 

MBA,  CFP 

Pacific  Tower,  Suite  2800 
1001  Bishop  Street 
Honolulu,  Hawaii  96813 
(808)  599-4504 
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Through  Associated  Financial  Planners,  Inc  (AFP),  Registered  Investment  Adviser,  mel  r hertz  is  a registered  principal 
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Maka  0 Ke  Kauka 


Russell  T.  Stodd  MD 


Ignorance  is  a voluntary  misfortune. 

In  an  attempt  to  educate  and  protect 
the  public,  the  American  Academy  of 
Ophthalmology  spoke  out  against  the 
claims  of  Laservision  Inc.  in  regard  to 
the  use  of  pinhole  glasses.  “We  are 
aware  of  no  scientific  evidence  that  sin- 
gle or  repeated  use  of  these  glasses  — 
with  or  without  exercises  — permanent- 
ly improves  vision.”  The  Academy's 
position  has  been  widely  quoted  by 
health  care  reporters  (including  David 
Horowitz  appearing  on  the  “Tonight 
Show”)  who  investigated  the  pinhole 
glasses  advertising  claims.  Predictably, 
Rick  Kable.  vice  president  of 
Laservision,  stated  that  attorneys  for  the 
company  would  prepare  a restraint  of 
trade  lawsuit  against  the  Academy.  The 
last  refuge  of  the  snake  oil  salesmen  - 
the  American  legal  system.  But,  as 
Phineas  T.  Barnum  said... 

Everyone  is  eloquent  in  his  own 
cause. 

Some  criticism  was  received  as  a 
follow-up  to  last  month’s 
“Weathervane”  mentioning  Dr.  Robert 
Reinicke’s  contribution  to  the  campaign 
of  Senator  Wofford  of  Pennsylvania. 
Dr.  Reinicke  had  suggested  to  the 
Senator  that  while  the  Sixth 
Amendment  to  the  Constitution  affords 
an  accused  felon  the  right  to  an  attor- 
ney, there  is  no  such  provision  to  pro- 
vide that  a sick  person  has  a right  to  see 
a physician.  The  phrase  is  obviously  an 
imperfect  analogy,  yet  it  has  a eupho- 
nious ring,  and  Senator  Wofford  wisely 
ran  with  it.  Dr.  Reinicke  noted  that  the 
Sixth  Amendment  has  allowed  the 
attorneys  to  control  the  courts,  and  per- 
haps a similar  policy  would  allow 
physicians  to  have  better  control  of 
medicine.  And  it  should  be  noted  by  all 
practicing  physicians  that  the  past  12 
years  of  “friendly”  Republican  adminis- 
trative leadership  have  brought  us  the 
confusion  and  dissension  of  the 
RBRVS;  the  capricious,  bureaucratic, 
and  sometimes  abusive  actions  of  the 
Health  Care  Financing  Administration; 
the  frighteningly  minatory  Richard 
Kusserow  and  his  fraud  unit;  the 
National  Practitioners  Data  Bank;  and 
the  absurd  CLIA  regulations;  to  men- 


tion just  a few  of  the  big  verrucae  graft- 
ed on  the  body  of  American  medicine. 
So  it  appears  somewhat  importunate  to 
criticize  Dr.  Reinicke  for  seeking  some 
sort  of  change. 

Some  people  think  that  whatever  is 
done  solemnly  must  make  sense. 

About  30  years  ago  the  President  of 
the  Oregon  Medical  Association  hit 
upon  the  idea  of  requiring  member 
physicians  to  document  their  continuing 
medical  education  to  retain  member- 
ship. Prior  to  that  primordial  germ,  it 
was  properly  believed  that  physicians, 
being  intelligent  professionals,  made  it 
a habit  to  maintain  their  skills.  Not  true, 
said  our  lawyer-dominated  legislatures 
all  across  our  beloved  land,  and  laws 
were  enacted  establishing  an  ongoing 
blizzard  of  CME  paperwork,  demon- 
strating nothing  save  that  a vacuum  had 
existed  in  someone’s  head.  Thus,  the 
CPE  (continuing  professional  educa- 
tion) industry  was  born.  Needless  to 
say.  entrepreneurs  have  been  exploiting 
the  fertile  CPE  field  ever  since.  The  lat- 
est effort  in  this  panoply  of  public  rela- 
tions veneer  is  the  initiation  of  the 
American  Board  of  Opthalmology’s 
plan  for  “time  limited”  certification. 
Readers  of  this  missal  who  were  certi- 
fied prior  to  1992  have  lifetime  certifi- 


cation, but  those  passing  their  Boards 
this  year  and  hereafter  will  need  to 
recertify  every  10  years.  And  if  they 
don’t  bother,  what  then,  ABO  gurus? 

There  is  no  dying  by  proxy. 

Is  dying  an  individual  duty,  a right, 
or  a privilege?  A Beverly  Hills  attorney 
contingent  brought  a resolution  to  the 
American  Bar  Association  House  of 
Delegates  which  would  allow  attending 
physicians  to  fulfill  a patient’s  request 
for  help  in  dying.  The  ABA  House 
refused  to  adopt  the  resolution,  but  a 
Bar  committee  is  expected  to  introduce 
an  alternative  resolution  on  assisted  sui- 
cide in  the  near  future.  And  the  doctors? 
So  far,  in  the  AMA  House  of  Delegates 
there  is  negative  reaction  to  Dr. 
Kevorkian  and  his  suicide  machine. 

Nothing  so  needs  reforming  as  other 
people’s  habits. 

Some  words  about  our  nasty  habits 
(which  rarely  enter  into  any  discussion 
about  health  insurance)  — each  year 
Americans  consume; 

527  million  cigarettes 
8 billion  cases  of  soft  drinks 
188  million  barrels  of  beer 
156  million  cases  of  distilled  spirits 

The  ophthalmologist  said  to  the 
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accountant,  “1  hope  I break  even  this 
year.  I really  need  the  money.” 

Reimbiirsenient  losses  under  the 
planned  Medicare  fee  schedule  will  be 
even  more  than  predicted  for  ophthal- 
mologists, radiologists  and  cardiologists. 
The  PPRC  (Physician  Payment  Review 
Commission)  found  that  by  1996,  oph- 
thalmology payments  will  be  19%  less 
than  rates  prevailing  in  1991,  cardiology 
will  drop  by  13%  and  radiology  will  be 
down  21%.  In  addition,  ophthalmology 
is  the  only  specialty,  and  cataracts  the 
only  procedure,  subject  to  in-office 
review  for  Medicare  65C-t-  patients.  As 
Donald  Sanders,  MD,  Editor  of  Ocular 
Siirgeiy  News  put  it,  “We  are  not  para- 
noid. They  really  are  out  to  get  us.” 

Addenda  — 

— Government  corruption  is  always 
reported  in  past  tense. 

— History  repeats  itself.  That's  one 
of  the  things  that’s  wrong  with  history. 

— What  do  you  get  when  you  kiss  a 
bird?  Chirpies  (It’s  a canarial  disease 
that’s  untweetable.) 

Aloha,  and  keep  the  faith. 

rts 


AMA’s  This  Week . . . 


— 

iVlason  Evans 

— 

— 

* Trial  Lawyers  * 

— 

yoto 

— 

■ Professional  Negligence  ■ 

— 

■ Personal  Injury  ■ 

— 

— 

■ Divorce  ■ 

— 

— 

■ Criminal  Defense  ■ 

— 

— 

Appearances  in  all  State  and  Federal  Courts 

244-3923 

— 

Edward  F.  Mason  • Eugene  S.  Evans,  |r. 

— 

2041  Main  Street,  Wailuku,  Maui,  Hawaii 

— 

AMA’s  Executive  Vice  President 
James  Todd  MD,  together  with  editor 
Richard  Lewis,  have  initiated  a brief 
summation  of  vital  information  that  is 
being  distributed  on  a weekly  basis  to 
“the  leaders  of  the  medical  profession  by 
first  class  mail  so  as  to  arrive  each 
Monday  morning.” 

We  feel  that  here  in  Hawaii  we  could 
do  with  a closer  relationship  with  “orga- 
nized medicine”  as  exemplified  by  the 
AMA;  therfore,  we  shall  try  to  include  in 
the  pages  of  the  Journal  excerpts  of 
interest  to  the  members  of  the  HMA  on 
an  occasional  basis. 

The  March  18  “This  Week”  is  identi- 
fied as  Vol.  1 No.  1.  It  contains  this  bit 
of  news: 

“America’s  physician  population 
grew  from  260,484  in  1960  to  600,789 
in  1989  ...  In  1960  there  was  one  physi- 
cian for  every  703  people;  in  1989  the 
ratio  was  one  per  4 1 6. 

“Group  practices  have  quadrupled  in 
number  ...  the  largest  has  2,000  physi- 
cians in  it  ...  in  a recent  survey,  only 
1 1%  of  Residents  planned  to  go  into  solo 
practice. 


J.I.  Frederick  Reppun  MD 
Editor 
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Lecture  Report 


The  New  E & M Codes 

Boy,  am  1 glad  I'm  relircd  from  active  duty  as  a practicing 
GP  in  the  olTice! 

So  ...  why  did  1 go  to  the  informative  meeting?  I'd  heard  it 
before  from  the  ktialniiilelielehe  (lips  giving  forth  many 
words,  ie  a cacaphony  of  sounds)  from  my  good  friend  Bernie 
Fong,  medical  director  of  Aetna-Medicare,  at  a recent  special 
meeting  called  by  HMA  for  its  members.  Don’esk  why! 

There  were  more  than  200  people  in  Hale  Pulama  Man,  the 
majority  of  whom  seemed  to  be  the  office  staff  of  physicians 
coming  out  of  their  bosses’  offices  (quite  a few  of  their 
employers  were  there,  too),  for  good  reason.  I sat  between  two 
of  them;  one  had  her  new  CPT  codes  down  pat  and  the  other 
was  envious  and  sought  to  crib  from  the  first  as  between 
schoolmates  and  friends. 

Robert  Bath,  Pacific  Area  Rep  for  HCFA  stationed  in 
Hawaii  (a  real  honor  for  Hawaii  as  Just  one  state  with  such  a 
rep),  was  introduced  by  Paul  DeMare,  the  new  president  of 
HCMS  after  HMA  prexy  Wallach  had  given  a brief  horror 
slide  show,  in  beautiful  colors,  of  what  was  to  come. 

Bath  essentially  introduced  himself  and  HCFA  to  the  audi- 
ence. The  federal  Health  Care  Financing  Agency  is  set  up  to 
manage  the  financing  of  Medicare  and  Medicaid  only.  It  does 
so  by  contracting  out  to  other  agencies  and  to  private  insur- 
ance carriers  (such  as  HMSA  in  Hawaii).  Medicare  is  totally 
federal  but  Medicaid  is  shared  by  the  feds  and  the  states  in 
terms  of  money  spent.  Most  outlier  reps  from  HCFA  have  3 or 
4 states  to  advise  and  monitor  but  Hawaii,  as  stated  above,  has 
one  all  to  itself.  HCFA/Hawaii  has  a huge  office  of  2 people, 
Bath  and  one  secretary,  in  a cubbyhole  (with  10  phones,  we 
presume). 

Bath  made  it  clear  that  he  was  here  to  field  questions  and 
discuss  problems  as  a resource  person.  If  he  didn’t  have  a han- 
dle on  the  answer,  he  would  say  so  and  assure  the  questioner 
that  he  would  get  the  answer  pronto,  “even  if  it  needed  to  go 
all  the  way  up  to  Darman,”  he  said  under  his  breath.  He  indi- 
cated that  he  would  work  closely  with  the  two  Bernies,  Fong 
and  Ho  (HMSA),  and  would  rely  on  them  to  help  him. 

Bernie  Fong  then  went  through  his  routine,  stating  that  he 
himself  still  was  somewhat  in  the  dark  emphasizing  that  the 
old  codes  could  not  be  transposed  to  the  new  ones  — that  all 
began  with  99  — and  were  called  Evaluation  and 
Management  Codes.  He  stated  that  there  were  just  3 levels  in 
all  instances  but  that  actual  decision-making  would  depend  on 
the  complexity  of  the  patient’s  problem. 

Physicians  and  their  staffs  will  have  to  study  and  learn  the 
details  at  repeated  learning  .sessions  or  “by  reading  the  book,’’ 
said  Bernie  with  a ghoulish  snicker,  knowing  what  a mind- 
boggling  thing  it  would  be.  He  himself  had  devised  an  algo- 
rithm that  he  could  grasp  in  his  own  internal  medicine  prac- 
tice: 

S - 1 2 3 4 5 Subjective,  the  patient’s  complaint  and 
history 

0 -1  2 3 4 5 Objective  — examination,  lab,  etc 
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A - I 2 3 4 5 Assessment 
P - I 2 3 4 5 Plan  of  attack  or  treatment 
Bernie  would  circle  the  numbers  according  to  level  of 
intensity  or  importance  at  each  level  from  least  to  most  or 
vice-versa  and  get  an  average,  then  assess  the  seriousness  of 
the  situation,  and  lastly,  the  amount  of  time  spent  (the  factor 
given  the  least  value  by  HCFA).  (Anybody  interested  in  buy- 
ing stock  in  stopwatches,  methinks?) 

He  closed  by  saying  that  the  plan  was  to  review  and  assess 
the  results  in  up  to  100  claims  during  the  first  6 months  of 
1992  to  .see  how  the  new  scheme  in  billing  for  .services  ren- 
dered was  working  out;  and  he  felt  it  would  be  done  best  by 
the  Medical  Review  Committee  of  the  HCMS,  ie  by  physi- 
cians, before  it  went  up  to  HCFA  to  review.  (We  predict  there 
will  be  a national  uprising  of  medical  revolutionists  — mainly 
doctors’  bookkeepers  — within  3 months!) 

Bernie  Ho,  representing  HMSA,  was  the  last  speaker 
before  the  recess,  after  which  written  questions  from  the  audi- 
ence would  be  entertained.  He  gave  his  usual  smooth  delivery, 
outlining  HMSA’s  plea  for  collaboration  with  physicians 
rather  than  being  in  an  adversarial  situation.  He  felt  that,  in 
terms  of  trying  to  control  the  runaway  costs  of  medical  care  in 
this  country,  managed  care  was  here  to  stay  and  to  grow. 

Speaking  for  HMSA,  Ho  said  that  it  would  continue  to 
stick  to  the  old  system  of  coding  in  non-Medicare  claims  for 
many  months  more,  until  it  could  change  its  computers  to  con- 
form to  the  new.  We  presume  that  he  meant  this  also  for 
Medicaid  claims,  but  we  need  to  check  that  out.  This  means 
the  poor  benighted  office  staff  will  have  to  deal  with  2 sys- 
tems, much  less  being  able  to  go  through  the  confusion  of  dis- 
carding the  old  in  order  to  learn  the  new. 

The  human  computer/brain  has  its  limits.  Oh  HCFA  dear! 
Though  retired,  footloose  and  fancy  free,  don’t  ask  me  to  do 
any  locum  tenens,  dear  colleague! 

J 1 Frederick  Reppun  MD 
Editor/reporter 
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“I’m  captain  of  my  boat . . . with  the  help  of  my 
Investment  Monitor  Account  from  First  Hawaiian  Bank.” 


“The  Investment  Monitor  Account®”  is  a blend  of 
mutual  funds  watched  over  by  First  Hawaiian  and  one  of  the 
nation’s  largest  independent  monitors.  They  make  sure  only 
the  top  performing  funds  are  included.  If  a fund  falters,  they 
replace  it  with  one  that’s  performing  better. 

“And  I pay  no  commission  on  these  transactions.  Bad 
news  for  my  former  broker.  Good  news  for  me. 

“The  monitor  oversees  more  than  5,000  portfolios  for 
multimillion  dollar  institutional  investors.  And  me.  With  only 
$50,000  invested. 

“Once  in  a while,  my  boat  and  I get  into  rough  waters. 
But  I don’t  worry  about  my  investments.  Because  they’re  in 
the  hands  of  the  best  navigator  I knowl’ 

You’ll  have  a choice  of  five  investment  portfolios  or 
strategies,  each  of  which  will  use  a blend  of  selected  funds. 


Here’s  how  our  investment  portfolios  have  performed  from  1982  to  1991, 
assuming  an  initial  investment  of  $50,000. 


10-YEAR  PERFORMANCE  OF  PORTFOLIOS  OF  SEI  MUTUAL  FUNDS  (1982-1991)* 
(Assuming  Initial  Investment  of  $50,000) 

$465,000  


Total 

$200.000  $178,105 


$50,000 


$271,532 


$391,570 


$207,463 


$165,732 


.25.0% 

.20.0% 

15.0%  Average 

in  0%  Annual 
Return 


Income  Conservative  Balanced  Growth  Maximum 

Portfolio  Portfolio  Portfolio  Portfolio  Growth 

Portfolio 


Annualized 

Toul  Return*  13.5%  12.7%  15.3%  18.4%  22.9% 


’Performance  results  for  some  years  used  comparable  stock,  bond  and  money  market  historical  indices,  where  an 
SEI  fund  had  not  been  in  existence  for  the  full  10  years.  Performance  results  for  the  Income  Portfolio  are  for  6 years 
only.  All  securities  markets  are  subject  to  fluctuations;  therefore  past  results  are  not  indicative  of  future 
performance. 


First  Haivaiian  Bank 

The  Answer  is  Yes. 
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n 1992,  MIEC’s  $18-million  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 


■ Financial  strength,  which  adds  more 
than  ,$15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


ISjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


lEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 
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The  Dillon  Plan  for  U.S.  health  care 

John  B Dillon  MD  MS  BS  FACP  earned  his  medical 
degree  in  1943  at  the  St  Louis  University  School  of  Medicine. 
He  became  a resident  at  Letterman  General  Hospital  in  San 
Francisco  in  anesthesia,  and  became  Chief  of  Anesthesia  in 
1946.  He  not  only  had  a long  and  distinguished  career  as  an 
anesthesiologist  in  the  California  hospital  systems  but  also  on 
the  faculty  at  UCLA,  culminating  as  Professor  of 
Anesthesiology  in  1973.  He  has  also  been  active  in  organized 
medicine  with  the  LA  County  Medical  Society,  the  California 
Medical  Association  and  the  AMA;  he  served  6 years  as  a 
member  of  the  AMA  House  of  Delegates.  His  CV  fills  16 
typewritten  pages.  He  has  received  numerous  awards,  and  he 
has  been  published  1 17  times,  writing  not  only  on  matters 
within  his  field  but  also  on  many  aspects  of  medical  practice. 
At  the  age  of  81,  he  is  retired  and  living  in  Koloa,  Kauai. 

John  Dillon  is  still  very  active,  involving  himself  in  many 
things.  With  such  a background  in  medicine  his  opinion  car- 

Starting  from  the  bottom  up 

There  seems  to  be  almost  universal  agreement  that  there 
needs  to  be  changes  in  the  manner  in  which  health  care  is  pro- 
vided to  the  people  of  the  United  States.  Those  who  seem  to  dis- 
agree with  this  are  the  insurance  companies,  who  profit  by  the 
status  quo,  some  physicians  and  other  immediate  providers  of 
health  care.  Attorneys  who  profit  by  allegations  of  malpractice 
and  negligence  will  also  be  upset  when  major  reforms  occur. 

The  majority  of  “consumers”  believe  that  changes  in  health 
care  delivery  are  necessary.  All  agree  that  costs  are  excessive 
and  the  delivery  system  is  uneven  and  discriminatory;  howev- 
er, there  is  little  agreement  as  to  how  to  correct  the  situation. 

Most  will  probably  agree  that  medical  care  should  not  be 
based  upon  the  profit  motive;  instead,  providers  should  be  sat- 
isfied with  receiving  a reasonable  and  fair  compensation. 
Almost  everyone  agrees  that  medical  care  is  now  a right.  It  is 
generally  recognized  that,  like  other  things  in  life,  medical 
care  will  not  always  be  of  the  highest  quality  for  all  patients 
because  those  who  provide  it  cannot  always  be  the  best  and 
the  brightest.  There  is  always  someone  at  the  bottom  of  the 
class  but  nevertheless  certifiable  as  a fully  trained  physician  or 
other  provider.  Some  hospitals  will  always  be  better  than  oth- 
ers. 

However,  there  must  be  an  acceptable  and  universal  deliv- 
ery of  basic  medical  care  available  to  satisfy  every  patient’s 
need,  not  necessarily  his  or  her  wants.  Whether  certain  exotic 
treatments  should  be  provided  for  patients,  where  the  improve- 
ment gained  in  life  expectancy  or  in  improved  function  is  neg- 
ligible, would  have  to  be  determined.  This  is  an  ethical  issue. 

It  is  reasonable  to  believe  that  the  necessary  changes  will 
not  come  from  the  top.  The  system  is  too  vast  and  entrenched. 
Medicine  suffers  from  a severe  narcissus  complex.  The 
changes  that  will  come  must  come  from  the  bottom. 


ries  weight,  and  we  are  happy  to  have  him  submit  in  this  issue 
of  the  Journal  a guest  editorial  on  health  care  in  the  United 
States.  As  a long-time  anesthesiologist,  John  has  had  a unique 
opportunity  to  assess  the  capabilities  and  vagaries  of  surgeons 
in  particular,  and  of  physicians  in  general,  while  holding  the 
lives  of  their  patients  in  his  embrace. 

We  hope  Dillon’s  treatise  will  stimulate  others  within  our 
noble  profession  to  devote  some  of  their  energies  to  assessing 
the  plethora  of  proposals  now  being  bandied  about  nationally 
— proposals  to  “change  things”.  We  agree  with  John:  That 
changes,  if  warranted,  or  modifications,  for  certain,  should  be 
devised  and  designed  “from  below”,  ie  by  us  in  the  profession. 

We  do  not  endorse  the  “Dillon  Plan”  in  toto\  it  provides 
food  for  thought,  however. 

J I Frederick  Reppun  MD 
Editor 


The  first  proposition  that  must  be  accepted  is  that  no 
patient  should  ever  receive  a bill  for  medical  care,  nor  for  pre- 
scription drugs  (which  should  all  be  generic).  All  costs  must 
be  paid  through  a single  carrier,  rather  than  by  the  vast  insur- 
ance bureaucracy  that  now  exists,  with  its  monumental  over- 
head and  excessive  profit. 

Financing  should  be  by  taxation,  eliminating  the  need  for 
any  insurance.  Management  of  the  program  should  be  at  the 
state  level  through  a single  department.  Since  all  charges 
would  be  standardized  there  would  be  no  incentive  to  pad 
bills.  Patients  would  receive  the  care  they  need.  Charges 
should  be  uniform  and  standardized,  both  by  the  individual 
health  care  provider  and  by  the  hospitals.  All  health  care 
providers  should  be  salaried  and  their  incomes  capped. 

The  second  proposition  is  that  medical  education  must  be 
modified  to  accommodate  the  revised  ethic.  Medical  educa- 
tion should  be  patient-oriented  rather  than  to  disease  and  sci- 
ence. The  education  of  medical  students  should  be  subsidized. 
For  this  the  student  should,  upon  completion  of  medical 
school  and  1 year  of  rotating  internship  including  obstetrics 
and  pediatrics,  be  obligated  to  spend  5 years  receiving  a grad- 
uated salary  in  providing  primary  health  care  under  supervi- 
sion. After  the  5 years,  the  physician  might  apply  for  residen- 
cy training  or  go  into  research.  By  this  time  he  or  she  would 
be  truly  a full-fledged  physician. 

This  would  obviate  specialists  with  tunnel  vision,  as  is  so 
common  today,  who  are  highly  trained  technicians  but  with  no 
knowledge  or  interest  in  the  patient  as  a whole  but  only  in  his 
or  her  disease.  Specialty  training  should  be  shortened.  During 
that  training  the  physician  would  receive  a salary,  starting  at 
the  last  salary  level  received  as  a primary  care  physician  and 
increasing  every  year  by  some  amount  until  the  residency  or 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  controP 
Single-agent  efficacy 
Well  tolerated" 


‘The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

t constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

tVerapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 


References:  1.  Data  on  file,  Searle.  2.  Edmonds  D.  Wurth  JP,  Baumgart  P,  et  al. 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
therapy.  In:  Fleckenstein  A,  Laragh  SH,  eds.  Hypertension— the  Next  Decade. 
Verapamil  In  Focus.  New  York,  NY:  Churchill  Livingstone:  1987:94-100.  3.  Midtbo 
KA,  Effects  of  long-term  verapamil  therapy  on  serum  lipids  and  other  metabolic 
parameters.  Am  J Cardiol.  1990:66:131-151.  4.  FagherB,  Henningsen  N,  Hulth6n  L, 
et  al.  Antihvpertensive  and  renal  effects  of  enalapril  and  slow-release  verapamil 
in  essential  hypertension.  EurJ  Clin  Pharmacol.  1990:39(suppl  1):S41-S43. 

5.  Schmieder  RE,  Messerli  FH,  Caravaglia  CE,  et  al.  Cardiovascular  effects  of 
verapamil  in  patients  with  essential  hypertension.  Circulation.  1987:75:1030- 
1036.  6.  Midtbo  K,  Lauve  0.  Hals  0.  No  metabolic  side  effects  of  long-term 
treatment  with  verapamil  in  hypertension.  Anglology.  1988:39:1025-1029. 


BRIEF  SUMMARY 

Contraindications;  Severe  LV  dysfunction  (see  Warr)ings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings;  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  intervel  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Ouchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  In  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
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monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil 
administered  to  rats  for  2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and 
verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women.  This  drug  should  be  used  during  pregnancy, 
labor,  and  delivery  only  if  clearly  needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3,3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1,4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0,6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence. 
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other  training  is  completed.  I believe  this  system  of  medical 
education  would  not  only  increase  the  number  of  applicants  to 
medical  school  but  also  improve  their  quality. 

Nursing  education  should  also  be  subsidized.  Nursing  stu- 
dents should  be  required  to  spend  several  years  bedside  nurs- 
ing before  any  specialization  leading  to  a degree  would  occur. 
If  higher  degrees  are  desired,  the  nurse  should  be  directed 
toward  medical  school.  Other  providers  would  receive  appro- 
priate subsidized  education  and  training.  As  with  physicians, 
income  would  be  capped. 

The  last  proposition  is  that  all  suits  for  alleged  malpractice. 


Rabies 

The  case  report  in  this  issue  of  the  Journal,  by  veterinarian 
David  Sasaki  of  the  State  Department  of  Health  and  others, 
gives  proof  positive  of  the  value  of  Hawaii’s  animal  quaran- 
tine program. 

Hawaii’s  program  has  withstood  assaults  from  many  direc- 
tions and  by  many  people  who  are  more  concerned  about  their 
own  pets  than  they  are  about  the  lethal  scourge  of  the  rabies 
virus,  should  it  become  prevalent  in  our  state  and  affect  the 
general  public.  As  the  authors  of  this  article  point  out  clearly, 
Hawaii  is  only  one  of  4 places  where  so  far  rabies  is  nonexis- 
tent; the  other  3 are  Australia,  Great  Britain  and  New  Zealand. 
The  other  49  states  of  the  U.S.  are  not  — repeat,  not — free  of 


Medicine  is  not  pure  science 

As  the  practice  of  medicine  enters  the  era  of  the  market- 
place, it  not  only  has  to  maintain  its  status  as  a science  ever 
striving  for  credibility,  but  also  as  the  art  of  healing.  The  latter 
has  elicited  increasing  attention  the  past  decade  or  two  as 
more  and  more  people  — our  patients  — demand  an  approach 
to  the  whole  person,  rather  than  to  a body  made  up  of  organs 
and  parts.  As  if  that  weren’t  enough,  the  medical  profession 
needs  to  become  versed  in  the  economics  of  doing  business 
and  abiding  by  the  stacks  of  rules  and  regs  that  govern  the 
marketplace.  All  of  this  is  rather  overwhelming  for  the  doctor 
who  wishes  to  concentrate  purely  on  helping  people  recover 
from  their  disabilities. 

The  physician  needs  a break;  he  or  she  needs  to  have  their 
batteries  recharged  at  intervals. 

The  conferences  that  David  Elpern  has  spearheaded  on 
Kauai  and  Molokai  are  just  that:  Moments  in  which  to  relax, 
consider  one’s  professional  career  from  afar  and  look  to  the 
horizon  of  the  future,  personally  as  well  as  professionally. 
They  almost  always  include  science,  art  and  the  marketplace. 

In  this  issue  of  the  Journal,  we  call  the  reader’s  attention  to 
Elpern’ s introductory  remarks  that  he  gave  to  some  125  regis- 
trants at  “Health  Matters,”  a 4-day  conference  at  beautiful  and 
spectacular  Poipu  on  Kauai. 

We  noted  and  reacted  favorably  to  his  subtle  but  not  so 
gentle  remarks  on  the  subject  of  getting  accreditation  for  the 
registrations  from  the  medical  powers  that  be,  namely  the 
HMA  and  the  JABSOM  at  UH.  Those  “bean-counters”,  as  he 
calls  them,  are  a necessity  in  order  to  preserve  our  credibility, 
we  earthlings  of  dubious  honesty,  but  they  are  sticklers  for 


either  by  omission  or  by  commission,  should  be  settled  by 
mandatory  binding  arbitration  with  all  legal  fees  to  be  paid  by 
the  claimant  (unless  arbitrated),  but  however  derived,  capped. 
At  least  part  of  this  proposition  is  in  place  and  being  used  by 
some  providers.  Besides  not  providing  medical  care  for  all, 
the  United  States  is  the  only  country  in  the  developed  world 
wherein  lawyers  may  charge  contingency  fees. 

John  B Dillon  MD 
Guest  editor  from  Kauai 


the  dread  disease. 

The  authors,  Drs.  Sasaki  and  Sawa,  and  Messrs.  Kobayashi 
and  Middleton  of  the  DoH,  and  Christensen  of  the  Department 
of  Agriculture,  are  to  be  commended  for  a job  well  done  and 
for  an  excellent  report:  “Rabid  bat  diagnosed  in  Hawaii”. 
Included  in  our  commendation  are  the  people  of  Sea  Land 
Hawaii,  the  shipping  firm,  and  those  from  Hawaii  Stevedores 
Inc,  without  whose  immediate  and  full  cooperation  the  rabid 
bat  might  have  eluded  surveillance. 

J I Erederick  Reppun  MD 
Editor 


rules  that  rarely  let  the  art  supercede  the  science  of  medicine. 

We  like  the  way  David  Elpern  brings  together  the  physi- 
cian and  the  patient  becoming  better  known  impersonally 
nowadays  as  the  health  care  provider  and  the  consumer  (ugh!). 
We  like  the  way  he  brings  together  our  essential  para-profes- 
sionals:  Nurses,  therapists,  social  workers  and  others,  who 
often  have  an  intermediary  role  and  are  sometimes  closer  to 
the  patient  than  is  the  physician,  alas;  brings  them  into  the 
same  intimate  and  friendly  milieu  of  a conference  in  a beauti- 
ful spot  where  Nature  holds  sway. 

This  particular  conference  took  place  on  a part  of  Hawaii 
that  is  in  the  national  limelight.  Hawaii’s  people  are  con- 
cerned that  the  projected  interceptor  missile  program  funded 
by  Star  Wars  at  the  PMRE  at  Barking  Sands  will  pose  a threat 
to  the  people  and  the  environment.  A pertinent  diversion  at  the 
conference  was  in  response  to  a request  from  Responsible 
People  for  Responsible  Government,  spark-plugged  by  Liz 
Freeman.  It  was  an  evening  session  at  which  Victor  Sidel  MD, 
distinguished  Professor  of  Social  Medicine  at  Einstein  College 
of  Medicine  in  New  York  and  a member  of  the  IPPNW  dele- 
gation that  received  the  Nobel  Peace  Prize  in  Oslo  in  1985, 
spoke  at  the  Lihue  Parish  Hall.  He  later  met  with  Senator 
Inouye  who  promised  to  do  what  he  could  to  protect  Kauai 
and  its  people.  Physicians  have  a social  responsibility,  no  less! 

We  hope  that  David  will  neither  quit  nor  bum  out.  We  urge 
readers  to  give  the  Kauai  Foundation  for  Continuing 
Education  their  sincere  support. 

J I Frederick  Reppun  MD 
Editor 
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. . . Hawaii’s  first  confinned  instance  of  rabies 


Rabid  Bat  diagnosed  in  Hawaii 


David  M Sasaki  DVM  MPH* 
Charles  R Middleton  MS** 
Thomas  R Sawa  DVM  PhD^ 
Charles  C Christensen  MAg^"" 
Glenn  Y Kobayashi 


Since  1966,  the  Hawaii  State  Government  has  been  con- 
ducting Fluorescent  Rabies  Antibody  (FRA)  testing  on  animal 
brains  as  part  of  a statewide  rabies-sun'eillance  program.  On 
April  3,  1991,  the  Department  of  Health  (DoH)  laboratory’ 
diagnosed  the  first  case  of  rabies  detected  in  the  State.  A large 
brown  bat,  Eptesicus  fuscus  fuscus.  captured  in  a transport 
container  that  had  just  been  off-loaded  from  a ship  at 
Honolulu  harbor,  was  caught.  It’s  brain  was  examinied  and 
showed  typical  fluorescent  staining  patterns  for  rabies  virus. 
The  USPHS  Centers  For  Disease  Control  (CDC)  rabies  labo- 
ratory confirmed  the  diagnosis  2 days  later.  The  successful 
interception  of  this  rabid  animal  was  the  result  of  close  coop- 
eration between  the  private  sector  (Sea  Land  Service, 
Hawaiian  Stevedores)  and  the  Hawaii  State  Government 
Departments  of  Health  and  of  Agriculture. 

Introduction 

Hawaii  is  the  only  rabies-free  state  in  the  United  States. 
Since  1912,  the  State  of  Hawaii  has  maintained  a mandatory 
120-day  quarantine  on  all  incoming  dogs  and  cats  to  prevent 
the  introduction  of  rabies  into  the  State'.  The  only  current 
exceptions  are  dogs  and  cats  flown  directly  from  the  United 
Kingdom,  Australia  and  New  Zealand  — countries  the  State 
acknowledges  to  be  rabies-free  by  virtue  of  similar  or  more 
stringent  surveillance  and  quarantine  programs. 
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Rabies  surveillance  activities  conducted  by  the  State,  how- 
ever, extend  far  beyond  the  animal  quarantine  program.  In  the 
incident  reported  here,  a number  of  other  state  agencies 
charged  with  protecting  the  integrity  of  the  environment 
played  prominent  roles  in  keeping  Hawaii  free  of  rabies.  The 
Department  of  Agriculture’s  (DoA)  Plant  Quarantine  Branch 
(PQ),  responsible  for  protecting  the  State  against  entry  of  pro- 
hibited foreign  plants  and  animals,  captured  the  bat  before  it 
could  escape.  The  DoH’s  Vector  Control  Branch,  charged 
with  the  control  of  disease-producing/transmitting  vectors, 
caught  and  killed  all  mongooses  in  the  area  immediately  adja- 
cent to  the  unloading  pier.  The  diagnostic  capabilities  of  this 
branch,  responsible  for  disease  surveillance  and  investigation, 
determined  that  no  one  who  had  close  contact  with  the  bat  had 
been  exposed  to  rabies. 

Case  Report 

On  March  27,  1991,  the  container  ship  Sea  Land  Hawaii 
arrived  from  California  and  docked  at  Sand  Island.  In  the  pro- 
cess of  unloading  the  containers,  a live  bat  was  discovered  by 
stevedores  in  a container  of  automobiles  that  had  been  loaded 
in  Oakland,  California.  The  stevedores  immediately  closed  the 
container  and  reported  it  to  their  supervisor,  who  notified  Sea 
Land  personnel.  Sea  Land  in  turn  notified  the  DoA  plant  quar- 
antine inspector  on  site.  Additional  DoA  PQ  personnel 
arrived,  entered  the  containers  and  sealed  off  the  entrance  to 
prevent  the  animal’s  escape. 

Inside  the  dark  container,  they  located  the  bat  by  flashlight 
and  sound.  Wearing  protective  gloves  to  avoid  being 
scratched,  bitten  or  contacting  its  body  fluids,  the  bat  was 
finally  captured  behind  a plywood  board  in  a corner  of  the 
container.  In  the  process  of  extracting  the  bat,  its  wing  was 
inadvertently  broken.  The  bat  was  then  placed  in  a plexiglass 
container  to  prevent  contaminating  the  handlers. 

The  animal  was  photographed  and  turned  over  to  DoA  PQ 
animal  inspectors  for  examination  by  the  DoA  veterinary  lab- 
oratory. By  the  time  the  pathologist  examined  the  animal  on 
the  following  day,  it  had  died.  Post-mortem  examination 
revealed  it  was  an  adult  male,  insectivorous  bat.  The  only 
gross  lesion  observed  was  the  broken  wing.  The  brain  was 
removed  and  half  was  sent  to  the  DoH  laboratory  for  FRA 
testing. 

At  the  DoH  laboratory,  representative  samples  of  the  bat’s 
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cerebrum,  cerebellum  and  brain  stem  were  taken.  The  sam- 
pling and  testing  procedure  used  was  based  on  the  CDC’s 
“Laboratory  Methods  for  Detecting  Rabies,”^  with  a modifica- 
tion of  diluting  the  conjugate  with  phosphate-buffered  saline. 
Impression  smears  of  selected  regions  of  the  brain  material 
were  made  on  standard  glass  microscope  slides  and  allowed  to 
air-dry.  The  slides  were  fixed  in  acetone  overnight  at  4°C  and 
the  next  morning  were  removed  from  the  acetone  and  stored  at 
-20°C. 

A proficiency  survey  set  of  slides  from  the  State  of 
Maryland  (which  included  a bat  sample)  was  used  as  a posi- 
tive control.  All  slides  to  be  reviewed  were  allowed  to  warm 
to  room  temperature  and  air-dry.  The  bat  brain  smears  were 
then  examined  using  a fluorescent  microscope  with  appropri- 
ate filters. 

All  smears  examined  were  found  to  be  positive  in  varying 
degrees. 

The  positive  test  was  reported  to  the  DoH  Epidemiology 
Branch  on  April  3,  1991.  On  the  same  day,  tissue  samples 
were  air-freighted  to  the  CDC  in  Atlanta.  Also  on  April  3, 
Epidemiology  Branch  personnel  initiated  investigation  and 
control  measures  to:  1 ) Determine  if  the  bat  had  exposed  any 
person  or  animal  to  the  virus;  2)  immediately  implement  mon- 
goose and  feral  cat  trapping  at  the  pier  by  the  DoH  Vector 
Control  Branch,  and  to  have  Rapid  Eluorescent  Focus 
Inhibition  testing  (REFIT)  at  the  CDC  of  serum  specimens  of 
all  animals  trapped;  3)  determine  if  there  were  any  other  ani- 
mals in  the  other  containers  on  the  same  ship;  and  4)  trace  the 
origin  and  route  of  the  automobiles  in  the  container  and  the 
itinerary  of  the  ship  on  its  route  to  Hawaii. 

It  was  determined  that  8 people  had  close  contact  with  the 
bat,  but  that  none  of  the  8 had  been  exposed  to  the  rabies 
virus,  ie  none  had  been  scratched,  bitten  or  had  direct  contact 
with  the  bat’s  body  fluids.  Vector  Control  personnel  set  traps 
in  the  area  3 times,  capturing  7 mongooses;  all  tested  negative 
on  the  REFIT,  which  measures  rabies  antibody  levels. 

No  other  animals  were  found  in  any  of  the  other  containers 
off-loaded  from  that  ship. 

The  ship  had  been  loaded  in  Oakland,  California,  and  had 
made  a stop  in  Long  Beach,  California  before  sailing  for 
Hawaii.  The  3 automobiles  in  the  container  in  which  the  bat 
was  found  came  from  a General  Motors  plant  in  Detroit, 
Michigan,  and  had  been  driven  from  Detroit  to  Oakland. 

On  April  5,  1991,  CDC  telephoned  confirmation  of  the 
positive  laboratory  test  on  the  bat  brain.  Histological  examina- 
tion of  the  brain  by  DoA  officials  had  revealed  inclusion  bod- 
ies in  brain  cells  suggestive  of  rabies. 

On  April  8,  1991,  a joint  press  release  was  issued  by  the 
DoH  and  DoA  to  notify  the  community  of  the  incident  and  to 
report  the  laboratory  confirmation  of  rabies  in  the  bat. 

The  entire  3^  inch  bat  carcass  was  shipped  to  CDC  and 
subsequently  to  Dr.  Denny  Constantine  in  California,  an 
expert  on  bats.  He  identified  it  as  a big  brown  bat,  an  insectiv- 
orous species  commonly  found  throughout  the  United  States. 
This  species  previously  had  never  been  sighted  in  Hawaii^ 

Subsequent  monoclonal  antibody  studies'*  on  the  rabies 
virus  identified  it  as  one  common  in  the  western  and  mid- 
western  United  States. 


Discussion 

Hawaii  is  the  only  state  in  the  Union  that  is  rabies  free;  it  is 
one  of  the  few  areas  in  the  world  that  remains  rabies-free 
because  of  stringent  quarantine  of  entering  pets,  and  because 
of  regular  laboratory  testing  of  such  animals  for  rabies  (active 
surveillance).  Because  the  disease  is  invariably  fatal  and  its 
incubation  period  is  so  variable  in  infected  mammals  and 
humans,  there  is  continuing  concern  over  any  relaxation  of  the 
regulations  in  our  surveillance  program.  This  has  been 
addressed  numerous  times  over  the  years  in  prior  issues  of  the 
Journal 

The  potential  for  ease  of  entry  to  Hawaii  of  rabid  bats,  as 
might  well  have  occurred  in  this  incident,  is  evident  when 
considering  national  animal  rabies  surveillance  data.  In  1990, 
there  were  4,881  cases  of  animal  rabies  reported  in  the  U.S.^ 
of  which  88%  were  reported  in  wild  animals.  Of  the  total  of 
wild  animal  rabies,  14.7%  were  reported  in  bats.  By  state, 
California  reported  the  highest  number  of  bat  rabies  (105), 
accounting  for  16.5%  of  reported  bat  rabies  in  the  U.S.  in 
1990.  Bats  were  also  the  second  most  frequently  diagnosed 
species  that  had  rabies  in  that  state.  Because  bats  can  fly  and 
are  not  ground-based  mammals,  they  have  a potential  for 
transmitting  the  virus  over  an  area  greater  than  that  of  terres- 
trial mammals. 

Rabies  surveillance  in  Hawaii  is  a cooperative  activity 
involving  many  public  and  private  organizations.  The  State 
DoH  and  DoA  monitor  animal  importation  in  order  to  prevent 
the  introduction  of  rabies.  DoA  programs  include  plant  and 
animal  quarantine,  livestock  disease  control  and  veterinary 
laboratory  testing.  DoH  programs  include  control  of  zoonoses, 
fluorescent  rabies  antibody  laboratory  testing  and  vector  con- 
trol. The  collaborative  surveillance  programs  center  on  testing 
the  following: 

1 ) All  animals  dying  or  euthanized  in  the  Animal 
Quarantine  Station, 

2)  all  illegally  imported  mammals, 

3)  possible  exotic  pet  vectors  (eg  monkeys)  that  bite  peo- 
ple, 

4)  Mongooses  and  stray  cats  trapped  in  the  vicinity  of  the 
Animal  Quarantine  Station. 

Veterinary  practitioners  contribute  to  the  program  by  sub- 
mitting specimens  from  pets  suspected  of  having  central-ner- 
vous-system disorders  consistent  with  rabies.  Primary  care 
physicians  monitor  people  for  possible  exposure  to  rabies  by 
evaluating  and  providing  post-exposure  prophylaxis  to  people 
in  Hawaii  who  might  have  been  exposed  to  potentially  rabid 
animals  while  traveling  in  rabies-endemic  areas.  The  DoH 
Zoonoses  Section  provides  assistance  to  physicians  who 
request  it  in  this  area. 

Because  of  Hawaii’s  rabies-free  status,  the  DoH  does  not 
require  the  reporting  of  bites  by  animals,  as  is  required  in  the 
rest  of  the  U.S.  in  rabies  endemic  areas.  The  State  government 
does  not  require  or  recommend  that  local  pets  receive  vaccina- 
tions against  rabies.  These  monetary  savings  are  part  of  the 
substantial  economic  benefits,  in  addition  to  public  health  and 
social  benefits,  of  Hawaii’s  rabies-free  status. 

The  DoH  laboratory  does  not  perform  the  actual  work  on 
the  live  virus  in  the  area  of  rabies  due  to  the  State’s  rabies- 
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(recombinant  DMA  origin) 

The  patient-friendly  premix 

WARNING:  Any  change  of  insulin  should  be  made  cautiously  and  only 
under  medical  supervision. 
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Rabid  Bat 

(Continued  from  page  182) 


free  status  (live  rabies  virus  is  not  per- 
mitted entry  into  the  State  even  for  diag- 
nostic or  experimental  use),  and  also 
because  of  the  lack  of  adequate  contain- 
ment facilities.  The  regulatory  restric- 
tions pertinent  to  working  with  the  live 
virus  prohibit  the  use  of  supplemental 
confirmatory  testing,  such  as  mouse 
inoculation  or  cell  cultures  that  are  nor- 
mally used.  As  a result,  brain  smears 
that  show  suspicious  positivity  are  sent 
to  the  CDC  for  confirmatory  testing. 

In  1967,  a rabies  scare  occurred  in 
Hawaii^  Due  to  multiple  mistaken  labo- 
ratory diagnoses  and  release  to  the  pub- 
lic of  an  incorrect  diagnosis  prior  to  con- 
firmation by  a reference  laboratory, 
some  40  animals  of  various  species  were 
erroneously  diagnosed  as  having  rabies 
during  a 1 -month  period.  When  subse- 
quent testing  was  conducted  at  the  CDC, 
all  animal  samples  were  negative. 
However,  as  a result  of  the  initial  alarm, 
thousands  of  pets  unnecessarily  received 
vaccinations  against  rabies  and  hundreds 
of  dogs  and  cats  euthanized.  Some  80 
people  received  post-exposure  rabies 
prophylaxis;  some  had  severe  side 
effects  from  the  regimen  in  use  at  that 
time.  As  a result,  the  DoH  instituted  a 
policy  (adhered  to  in  the  case  reported 
here)  that  requires  CDC  confirmation 
prior  to  release  of  the  results  to  the  gen- 
eral public. 


Sheraton  Makaha 

RESORT  X.  t ()l  .XTRY  CLl  B 

o.xni' 


ITT  Sheraton 


PERSONAL 

PRECAUTIONARY  APPAREL 


YOUNG  LAUNDRY 
8v  DRY  CLEANING 

BIOHAZARD  834-7560 

‘‘Complete  Rented  Service  for  the  Hecdthcare  Professioned’ 


Conclusion 

The  State  rabies  surveillance  pro- 
gram, plus  rapid  response  and  reporting 
by  cooperating  agencies,  prevented 
entry  of  the  rabid  bat  into  Hawaii.  The 
alertness  and  cooperation  by  private 
agencies  (Hawaiian  Stevedores,  Inc.  and 
Sea  Land  Hawaii)  were  exemplary  and 
reflected  the  effectiveness  of  the  cooper- 
ative surveillance  program.  The  contin- 
ued effectiveness  of  this  program  will  be 
enhanced  by  the  support  of  the  medical 
and  veterinary  communities,  and  by  the 
awareness  and  support  of  the  Communi- 
ty- 
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Branch;  Dr.  Denny  G.  Conslantine, 
retired  public  liealth  veterinarian, 
California  Department  of  Health 
Services;  Wayne  Okada,  Sea  Land 
Hawaii;  Donald  Kong,  Wallace  Tokiida, 
Curtis  Matsiisaki,  Ernest  Holler  and 
Charles  Coleman,  Hawaii  Stevedores, 
Inc.;  Dr.  Robert  Worth,  Communicable 
Disease  Division  of  the  DoH;  George 
Komatsu,  Norman  Sato,  Wesley 
Warashina,  William  Leong  and  Stanley 
Fuller  of  the  Vector  Control  Branch, 
DoH;  the  DoA's  Glenn  Takahashi, 
Ronald  Nakamura  and  Gerald  Miyasato 
of  the  Plant  Quarantine  Branch;  Aileen 
Hanaumi,  Derek  Arakaki  and  Lynn 
Sokogawa  of  the  Inspection  and 
Quarantine  Branch;  Dr.  James  Foppoli 
and  Dr.  Crane  Hahn  of  the  Veterinary 
Laboratory  Branch;  and  Ronald  Walker, 
Forestry  and  Wildlife  Division,  Hawaii 
Department  of  Land  and  Natural 
Resources. 
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Woman 

HAS  A WILL 
OF  HER  OWN 

Time  was  when  a woman  didn't  feel  she  needed  to  have 
a will.  Her  husband  or  father  or  some  other  male  member 
of  the  family  took  care  of  such  things.  But  today  many 
women  prefer  to  handle  things  themselves — to  make  their 
own  decisions.  They  want  to  decide  who  gets  the  teaspoons, 
the  stock,  the  real  estate  or  the  antic|ues. 

The  best  way  for  you  to  be  sure  that  your  wishes  will  be  carried 
out  is  to  make  a will  of  your  own.  And  the  first  step  is  to  see  your 
attorney.  After  you  have  remembered  those  close  to  you,  we  ask  you  to 
remember  the  American  Cancer  Society.  We  promise  to  use  anything  you 
leave  us  carefully  and  prudently  in  research,  in  public  and  professional 
education  and  to  improve  the  quality  of  life  of  cancer  patients. 

If  you  or  your  attorney  want  to  know  more  about  the  Society  and  what  we 
do,  call  your  local  ACS  Unit  or  write  to  the  American  Cancer  Society,  4 West 

.55th  Street,  New  York,  NY  10001. 
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...  a noble  project 


Elimination  of  preventable  blindness 
from  diabetes  by  the  year  2000 

George  Plechaty  MD* 

Ronald  E.  Smith  MD** 

Arnall  Patz  MD*** 


"Diabetes  2000”  will  parallel  a major  diabetic  retinopathy 
public  information  campaign  recently  announced  by  the 
National  Eye  Institute.  The  NEI’s  National  Eye  Health 
Education  Program  (NEHEP),  which  targets  both  diabetic 
retinopathy  and  glaucoma,  is  fashioned  along  the  lines  of  ear- 
lier federal  initiatives  against  smoking  and  high  blood  pres- 
sure. By  continuously  updating  our  medical  knowledge  and 
skills  related  to  this  multisystem  disorder,  and  by  forging 
partnerships  between  physicians  in  the  effective  and  efficient 
management  of  diabetic  patients,  we  have  a unique  and 
important  opportunity  — w’e  can  reduce  preventable  blindness 
from  diabetes  by  the  year  2000. 

In  no  field  of  medicine  is  continuing  medical  education  of 
physicians  more  critical  than  in  the  management  of  diabetes. 
Twelve  million  Americans  have  diabetes  mellitus,  and  the  dis- 
ease knows  no  medical  specialty  boundaries.  In  addition  to 
being  a major  cause  of  morbidity  from  multisystem  complica- 
tions, such  as  renal  failure,  neuropathy,  and  cardiovascular 
disease;  diabetes  is  the  leading  cause  of  blindness  among 
working-age  Americans.  It  accounts  for  at  least  12%  of  new 
cases  of  blindness  every  year  in  the  United  States.  Diabetic 
retinopathy  is  often  asymptomatic  at  its  most  treatable  stage, 
emphasizing  the  importance  of  early  diagnosis  of  this  retinal 
complication.  New  information  about  diabetes  emerges  almost 
monthly  as  published  in  some  specialty  journal,  making  it 
mandatory  to  find  better  ways  to  “keep  up”  with  advances  in 
this  field — the  stakes  are  simply  too  high  to  do  otherwise. 

In  response  to  the  increasing  importance  of  the  overall 
problem  of  diabetes  and  diabetic  retinopathy,  and  the  avail- 
ability of  improved  treatment  regimens  defined  by  published 
clinical  trial  results,  the  American  Academy  of  Ophthalmol- 
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AAO  Secretary  for  Continuing  Education 
Diabetes  2000  National  Project  Director 
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Diabetes  200  National  Chair 
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ogy  (AAO)  has  embarked  on  a long-term  education  project 
designed  to  more  rapidly  translate  research  findings  to  medi- 
cal benefits  for  the  American  public.  The  new  project — 
“Elimination  of  Preventable  Blindness  from  Diabetes  by  the 
Year  2000” — or  “Diabetes  2000” — was  announced  at  the 
AAO’s  1989  Annual  Meeting. 

Facts  about  diabetic  retinopathy 

The  majority  of  diabetic  patients  have  non-insulin-depen- 
dent  diabetes  mellitus  (NIDDM,  Type  II).  Usually  diagnosed 
after  age  40,  Type  II  diabetic  patients  may  or  may  not  be  treat- 
ed with  insulin.  Much  fewer  patients  have  insulin-dependent 
diabetes  mellitus  (IDDM,  Type  I),  which  is  usually  diagnosed 
before  age  30.  Type  I diabetics  experience  more  frequent  and 
severe  ocular  complications  than  do  Type  II  diabetics.  After  5 
years,  23%  of  Type  I diabetic  patients  have  retinopathy;  after 
10  years,  almost  60%  have  retinopathy;  and  after  15  years, 
80%  have  it.  Proliferative  diabetic  retinopathy  (PDR) — the 
most  threatening  form  of  retinopathy — is  present  in  25%  of 
Type  1 patients  after  15  years  and  often  remains  asymptomatic 
well  beyond  the  optimal  stage  for  treatment. 

An  estimated  700,000  Americans  have  proliferative  diabet- 
ic retinopathy  and  500,000  have  macular  edema.  The  annual 
projected  incidence  of  new  cases  of  PDR  and  macular  edema 
is  65,000  and  75,000,  respectively.  About  8,000  new  cases  of 
blindness  a year  in  the  United  States  are  caused  by  complica- 
tions of  diabetes. 

What  can  be  done 

“Diabetes  2000”  provides  the  means  to  close  the  gap 
between  advances  in  research  and  changes  in  treatment  pat- 
terns. While  most  physicians  are  aware  of  diabetic  retinopa- 
thy, the  AAO’s  goal  now  is  to  focus  attention  on  the  impor- 
tance of  early  diagnosis  and  timely  treatment  of  diabetic 
retinopathy  based  on  the  important  advances  of  the  last  5 to  10 
years.  For  example,  we  now  know  that  timely  laser  photoco- 
agulation surgery  can  reduce  the  risk  of  visual  loss  from  pro- 
liferative diabetic  retinopathy  by  at  least  50%.  We  know  that 
timely  laser  photocoagulation  surgery  of  diabetic  macular 
edema  can  reduce  the  risk  of  moderate  visual  loss  by  50%.  We 
know  that  vitrectomy  surgery  can  restore  useful  vision  to 
some  diabetic  patients  who  have  advanced  diabetic  retinopa- 
thy. 

(Continued  on  page  196)  >“ 
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Listen 
to  your 
heart. 

Sandra  called  me  on  the 
way  to  work  to  remind 
me  about  our  family 
dinner  tonight. 

Emily  left  a message 
on  my  AMS:  ‘Hove 
you,  Daddy’ 

I called  her  back  and 
said,  ‘I  love  you,  too.’ 
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The  Homeless  111 

Jon  Martell,  MD,  medical  director  for 
the  Kalihi-Palama  Clinic,  published  a paper 
in  the  Annals  of  Internal  Medicine  describ- 
ing a 2-year  study  about  treating  the  home- 
less. Martell  reports  that  between  November 
1988  and  November  1990  the  clinic  saw 
1,751  homeless  ill.  The  general  hospital 
admission  rate  was  5 times  higher  than  that 
of  the  general  population  and  the  state  hos- 
pital admission  rate  was  100  times  higher. 
Martell  concludes:  “If  we  do  nothing,  we 
pay  for  it  in  hospitalization  costs.  If  we  take 
that  money  and  redirect  it  in  preventive 
measures,  we  can  improve  people’s  lives.’’ 

Quotables 

“Mopeds  should  be  banned.  Their  riders’ 
centers  of  gravity  become  too  high  to  make 
them  safe  to  steer.’’  (Dr.  Peter  Halford, 
QMC  trauma  services  director,  testifying  for 
mandatory  helmets  at  the  Legislature.) 

Re  Konishiki,  Hawaii’s  550-pound  sumo 
wrestler  from  Waimanalo:  “Watching  him  is 
something  like  seeing  an  elephant  in  diapers 
doing  a polka.’’  (Mike  Royko  in  “Windy 
City,’’  Honolulu  Advertiser  April  29,  1992) 

Life  in  The,se  Parts 

The  Scare  In  Oahu  Prisons: 

When  2 ships  carrying  150  illegal 
Chinese  aliens  were  seized  in  February,  the 
Immigration  and  Naturalization  Service  was 
faced  with  a problem.  The  first  shipload  of 
aliens  was  unfortunately  not  health-screened 
and  was  sent  to  Mainland  facilities,  but  of 
the  51  arrested  in  the  second  shipload,  33 
were  screened:  15  tested  positive  to  skin 
tests  and  2 had  positive  chest  x-rays. 
Fortunately  none  was  contagious. 

Research  Grants: 

Pacific  Health  Research  Institute  (a  divi- 
sion of  Straub  Pacific  Health  Foundation) 
was  awarded  a $1.1  million  grant  from  the 
national  Institute  of  Aging  to  fund  a study 
on  “Falls  & Fractures  Among  Elderly 
Japanese  Americans”.  The  investigation  will 
be  done  in  collaboration  with  the  Hawaii 
Osteoporosis  Center  (Philip  Ross,  principal 
investigator:  Richard  Wasnick  and  James 
Davis,  co-investigators.) 

The  American  Heart  Association,  Hawaii 
Affiliate,  will  fund  9 grants  and  2 fellow- 


ships for  cardiovascular  research.  The  pro- 
jects amount  to  $292,830  locally  and 
$260,000  nationally.  Locally,  David 
Jameson  (at  UH  Medical  School)  will  study 
“The  Effects  of  Lipid  Environment  on  Na, 
K ATPase  Function”;  Kenneth  Nakamura 
(Tripler)  is  researching  the  “Role  of 
Neonatal  Diet  on  Vascular  Responses  in 
Normotensive  and  Hypertensive  Rats”;  and 
Mark  Estacion  (Cancer  Research  Center  of 
Hawaii)  is  studying  the  “Modulation  of  Ion 
Channels  on  Aortic  Smooth  Muscle  Cells 
Stimulated  by  Bradykinin.” 

Miscellany 

An  old  geezer  complained  bitterly  of 
pain,  fullness  and  deafness  in  his  right  ear. 
His  doctor  examined  him,  removed  some- 
thing from  the  canal  and  exclaimed:  “Why, 
this  is  a suppository!”  The  patient  was 
relieved.  “Thanks  Doc!  Now  1 know  what 
happened  to  my  hearing  aid.” 

(Submitted  by  Bob  Rigler  who  heard  it 
from  Steven  MacBride) 

Hors  De  Combat 

The  surgeon  general  and  the  AMA 
demanded  that  R.J.  Reynolds  Tobacco 
Company,  a division  of  RJR  Nabisco,  get 
rid  of  its  “Old  Joe”  cartoon  because  it 
appeals  too  much  to  kids.  Surgeon  General 
Antonia  Novello  quipped:  “In  years  past, 
R.J.  Reynolds  would  walk  a mile  for  a 
Camel.  Today  it’s  time  we  invite  ‘Old  Joe’ 
himself  to  take  a hike.” 

Hawaii’s  mandatory  helmet  law  was 
repealed  when  a federal  law  requiring  hel- 
mets was  repealed  in  1977.  Presently  25 
states  have  a mandatory  helmet  law  and 
Hawaii  is  not  one  of  them.  At  stake:  $1  mil- 
lion in  federal  highway  funds  would  be 
diverted  to  an  educational  fund  if  a helmet 
law’s  not  enacted  by  1993.  The  amount  will 
be  raised  to  $2.2  million  if  no  law  is  passed 
by  1995.  HMA  president  Steve  Wallach 
warned:  “For  a few  minutes  of  feeling  free, 
you  can  spend  a lifetime  in  a wheelchair.” 
Doug  Barr,  co-star  of  the  TV  series  The  Fall 
Guy  jested:  “What  do  you  call  motorcycle 
riders  who  don’t  wear  helmets?”  “Organ 
donors.”  Peter  Halford,  QMC  trauma  ser- 
vices director  testified:  “Helmet  legislation 
works.  It  saves  lives,  disabilities,  and  tragic 
outcomes.” 

Peter  Halford,  47,  Trauma  Services 
director  at  QMC  for  6 years,  surfs  and  dirt- 
bikes  in  his  spare  time.  Peter  has  been  lob- 
bying for  mandatory  helmets  for  all  motor- 
cyclists. “Usually  the  worst  thing  a dirt 
biker  who  is  wearing  a helmet  can  do  to 
himself  is  fall  off  into  the  kiawe.”  Peter  did 
his  first  motorcycling  on  city  streets  in 
Manoa  but  hasn’t  been  a street-biker  since 
starting  medical  school.  “I  decided  I didn’t 
want  to  die  young.  In  Hawaii,  motorcyclists 
are  almost  twice  as  likely  to  die  as  they  are 
in  other  states;  and  most  motorcycle  fatali- 
ties involve  head  injuries.”  {Star  Bulletin, 
April  30,  1992) 


Professional  Moves 

January: 

Orthopod  Suzanne  Yandow  joined  West 
Hawaii  Orthopedics  (of  John  Bellatti  and 
Barry  Blum);  Ob/gyn  David  McDonald 
joined  the  Kauai  Medical  Group. 

February: 

Ob/gyn  Bunzo  Nakagawa  retired  from 
practice  in  Wahiawa  and  Pearl  City  and  his 
practice  was  assumed  by  Richard  Oh. 

March: 

Pediatrician/internist  Heajung  Ruesing 
opened  her  office  at  670  Ponohawai  Street, 
Suite  217,  Hilo;  gastroenterologist  James 
Grobe,  Jr  opened  at  Queen’s  POB  II,  Suite 
102;  general  surgeon  Gene  Robinson 
opened  at  Pali  Momi,  Suite  140. 

April: 

Rehab  physician  Gary  Okamoto  opened 
his  private  practice  at  Queen’s  POB  II,  Suite 
208  and  Pali  Momi,  Suite  490.  Internist 
Kenneth  Zienkiewic  joined  the  Hawaii 
Physician  & Surgeons  Association  (of  Philip 
Foti  and  Howard  Keller)  at  the  Kailua 
Professional  Center. 

Entrepreneurs 

Thomas  Lodi  founded  the  Hawaii 
Medical  Clinic  14  months  ago  in  the  Ala 
Moana  Hotel,  Kona  Tower.  The  Clinic 
served  more  than  10,000  patients  in  1991, 
with  more  than  70%  of  them  visitors.  It 
opened  24  hours  a day,  7 days  a week,  and 
has  a pharmacy,  x-ray  lab  facilities  and 
admitting  privileges  to  major  hospitals.  The 
Clinic  has  opened  a second  Waikiki  office 
in  the  Pacific  Beach  Hotel. 

Newsmakers 

Gerry  Dericks  Jr,  Honolulu  orthopod  has 
pioneered  a knee  repair  technique  that 
recently  took  him  to  Mount  Vernon,  New 
York,  to  oversee  his  technique  being  used 
on  Harlem  Globetrotter  referee,  Timm 
Merrigan.  Gerry  is  a sports  medicine  com- 
mentator on  the  nationally  televised  pro- 
gram “Bodies  in  Motion”  and  writes  for 
newspapers  and  journals.  He  also  lectures 
internationally  on  sports  medicine... (/fflyva;/ 
Business,  February  1992) 

Appointed,  Elected  and  Honored 

Neurosurgeon  Juris  Bergmanis  was 
awarded  the  QMC  semi-annual  Ke  Kauka 
Po'okela  (The  Outstanding  Physician) 
award  in  February.  Juris,  63,  is  described  as 
“an  extremely  caring  and  compassionate 
physician  with  a great  bedside  manner  and 
rapport  with  the  patient’s  family;  he  is  also 
an  outstanding  patient’s  advocate.”  Juris 
was  born  in  Latvia,  educated  in  Germany 
and  graduated  from  U of  N Carolina 
Medical  School.  He  speaks  5 languages, 
enjoys  music  and  the  arts,  and  sings  bass- 
baritone  in  the  Lutheran  Church  choir.  He 
came  to  Tripler  in  1963  with  the  U.S. 
Marine  Corps,  joined  the  Honolulu  Medical 
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Group  in  1^(16.  and  has  been  in  jirivate  solo 
practice  since  l^Sb. 

Re  Physician  Burnout:  Some  doctors 
begin  to  burn-out  when  they  reach  their  4()s 
and  5()s  because  of  the  long  and  unpre- 
dictable hours.  1 was  reaching  that  point  and 
1 told  niysell':  “If  you  are  going  to  do  some- 
thing, you  might  as  well  enjoy  it!"  The 
thought  was  like  a second  w ind. 

Surgeon  Clifford  Chang  w'as  reelected 
chief  of  staff  at  St  Francis  Medical  Center- 
West.  Internist  La  Verne  Kia  was  elected 
VP;  ER  physician  Joseph  Lewis  was  elected 
secretary  and  internist  Jonny  Rebudal.  trea- 
surer. 

The  American  College  of  Surgeons, 
Hawaii  Chapter,  elected  Kent  Davenport  pres- 
ident, John  Edwards  governor,  Bradley  Wong 
Secretary,  Gabriel  Ma  and  Gilbert  Yamamoto 
are  councilors,  and  Robert  Oishi  and  Scott 
Hundahl  cancer  committee  members. 

In  Memoriani  of  a sportsman... 

Sportsman  Gernot  Spallek,  49,  was  "a 
man  who  lived  life  to  the  hilt,"  according  to 
Kalani  Brady,  who  was  Gernot’s  partner  at 
the  Royal  Hawaiian  Hotel  for  the  past  7 
years.  He  eulogizes  Gernot  as  “an  excellent 
physician  who  exemplified  the  old  time 


ideal  of  having  true  compassion  for  his 
patients. ..He  was  a diving  enthusiast,  a sail- 
ing enthusiast,  and  an  Ironman  triathelete  ?> 
times.  He  was  in  incredible  shape.  He  ran 
every  Honolulu  marathon  and  finished  last 
year  with  a time  of  3:38.  He  was  an  athlete 
in  every  sport."  Gernot  Spallek  was  overdue 
on  a solo  diving  trip  on  April  8... His  body 
was  found  9 miles  from  his  27-foot  fiber- 
glass boat  anchored  10  miles  southeast  of 
Koko  Head,  near  Penguin  Banks. 

Obituaries  in  brief 

Robert  Ballard,  70,  of  Honolulu,  who 
practiced  for  40  years,  died  in 
November... Takushi  Hayashi.  57,  interna- 
tionally acclaimed  KMC  pathologist,  died 
on  March  10. ..George  Hi'ilani  Mills,  70, 
former  State  senator  and  leader  in  medical 
and  Hawaiian  communities  died  February 
11... 

Oncology  Dialogue  I 

A 70-yr-old  woman,  with  a negative 
mammogram  less  than  a year  before,  dis- 
covered a breast  lump  on  self-exami- 
nation...The  patient  had  a lumpectomy  and 
axillary  node  dissection  was  per- 
formed...Pathologist  Larry  McCarthy 


described  a 2'/;-cm  tumor  mass  with  one 
positive  node. ..Both  ER  and  PR  were  posi- 
tive...Oncologist  Jonathan  Cho  started  the 
ball  rolling:  “She  should  be  on  monothera- 
py, eg  Tamoxifen..."  Radiotherapist  Lois 
Mastro  added:  “She  definitely  needs  radia- 
tion." Moderator  Ken  Sumida  turned  to 
chemotherapist  Mel  Inamasu:  "What  is  the 
timing  of  radiation  and  chemo?"  Mel: 
“Theoretically  it  should  be  systemic  therapy 
first.”  Jonathan  agreed:  “Fm  for  chemo 
first.”  Ken:  "How  about  size  limits  for  sur- 
gical excision?”  Jonathan:  “Depends  on  the 
relative  size  of  breast  to  tumor.”  Ken:  “Eor 
cosmetic  purposes,  the  limiting  size  used  to 
be  4 cm,  but  now  it  is  5 cm..."  Mel  Inamasu 
argued  for  the  Cancer  Research  Center's 
prevention  protocol  with  Tamoxifen:  “Three 
of  her  5 sisters  have  had  breast  Ca,  so  this 
patient  is  at  high-risk  for  recurrent  breast 
cancer... The  adjutant  Tamoxifen  studies 
have  shown  that  it  can  be  given  as  a preven- 
tive measure..."  Someone  from  Cancer 
Research  Center  reported  that  risk  formats 
can  be  obtained  by  calling  the  Center. 
“Women  over  60  are  potentially  eligible  for 
Tamoxifen  prophylaxis.”  Mel  added. 
“Tamoxifen  can  also  prevent  cardiac 
deaths."  Pathologist  Grant  Stemmerman 
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argued  against  the  indiscriminate  use  of 
Tamoxifen  prophylaxis:  “The  original  stud- 
ies were  very  controversial... Some  doctors 
now  want  to  put  all  their  patients  on 
Tamoxifen... the  study  had  two  deaths  from 
phlebothrombosis,  and  there  is  the  danger  of 
tumor  recurrence  with  inadequate  doses  and 
the  danger  of  hepatic  disease  and  lymphocyt- 
ic malignancies... Should  pregnancy  occur, 
the  child  is  also  subject  to  these  same 
risks... People  should  not  feel  they  are  being 
deprived  if  denied  the  drug. . .” 

Oncology  Dialogue  II 

A 37-yr-old  single  premenopausal  woman 
found  a Rt  breast  lump. . .She  had  had  a nega- 
tive mammogram  7 or  8 years  before.  Her 
family  history  was  very  strong  for  breast  Ca; 
viz  a maternal  grandmother,  mother  and  aunt 
all  had  surgery  and  were  alive... Radiologist 
Dave  Sakuda  discussed  her  mammograms.  In 
her  Rt  breast,  she  had  a 2-cmMensity  at  12 
o'clock  and  a 1-cm^  nodule  at  8 o’clock.  In 
her  Lt  breast,  she  had  3 additional  nodules. 
The  surgeon  did  a fine-needle  biopsy  of  the 
Rt  breast  mass  which  was  reported  as  infil- 
trating ductal  Ca...The  surgeon  recommend- 
ed a modified  radical,  but  the  patient  opted 
for  a lumpectomy  and  axillary  node  dissec- 
tion. The  mass  was  a 214  x 3 cm  ductal  Ca 
(with  3 multicentric  intraductal  lesions)  and 
one  axillary  node  positive  out  of  22. 

Moderator  Ken  Sumida  questioned  Lois 
Mastro,  the  radiotherapist:  “What  is  your 
feeling  about  breast  conservation  surgery?” 
Lois:  “With  her  extensive  fibroadenomas,  it 
would  be  impossible  to  follow  her  with 
mammograms...”  Ken:  “Dr  Stemmerman, 
what  is  her  risk  for  Ca  of  the  Lt  breast?” 
Stemmy:  “The  risk  is  100%.  She  should  have 
been  urged  to  have  a bilateral  mastectomy. 
By  next  month,  we  should  be  ready  for  nip- 
ple-aspirate cytology.  Someone  is  coming 
down  to  show  us  the  technique,”  he  added.  It 
was  then  that  radiotherapist  Ed  Quinlan 
spoke  his  mind:  “This  is  an  example  of  coun- 
seling failure  because  she  was  counseled  by 
a surgeon  who  is  a male... She  really  needed 
someone  like  Lois  to  advise  her...” 

Conference  Notes. . . 

New  Concepts  in  the  Diagnosis  and 
Treatment  of  Lung  Cancer,  Mabel  Smyth, 
December  21,  1990  presentation  by  Dr 
Jonathan  Cho,  Assistant  Clinical  Professor  of 
Medicine,  UH  Med  School: 

Incidence:  Lung  Ca  was  the  leading 
cause  of  cancer  deaths  in  1991.  Seventy  per- 
cent of  lung  cancers  are  first  diagnosed  with 
mets  to  regional  nodes.  Cell  markers  deter- 
m.ine  the  prognosis  in  lung  Ca.  An  autosomal 
gene  may  determine  the  susceptibility  to  lung 
Ca  in  the  general  population,  especially 
under  age  50... 

Classification:  Lung  Ca  is  divided  into 
small  cell  and  non-small  cell  Ca...The  non- 
small cell  types  are  squamous  cell  Ca, 

(Continued)  >■ 


Hawaii  Medical  Journal — Vol.  51,  No.  7 — July  1992 


Adcno  Ca  and  large  cel!  Ca... Treatment  and 
prognosis  differ  aeeording  to  type.  Most 
lung  Cas  are  of  the  non-small  eell  type. 
Adeno  Ca  is  most  prevalent  today,  while 
squamous  eell  Ca  was  more  common  30 
years  ago. 

Re  Screening  for  lung  Ca:  Early  detection 
by  screening  is  possible  but  does  not 
decrease  mortality.  Screening  may  be 
improved  with  a tumor  antigen  stained  by 
monoclonal  antibody. 

Staging  Systems:  Small  cell  Ca  is  either 
limited  disease  or  extensive  disease.  Non- 
small cell  Ca:  The  TNM  system  categorizes 
it  as  resectable,  regional  unresectable,  or 
metastatic  disease. 

Treatment  depends  on  cell 
type... Combined  chemo  and  radiation  have 
the  most  favorable  outcome.  Treatment  with 
monoclonal  antibody  may  be  possible  in  the 
future... 

Summary  of  presentation  by  Omar 
Kucuk,  Professor  of  Medicine: 

The  major  causes  of  lung  Ca  are  tobacco, 
diet  carcinogens  and  genetic  factors... 

Epidemiologic  studies  show  that  a high 
fat  diet  has  a high  risk  for  lung  Ca,  a high 
cholesterol  diet  and  a 40-pack-year  smoking 
history  significantly  increase  the  risk  for 
lung  Ca...(the  oxidized  cholesterol  in  the 
diet  may  be  a factor)  and  a diet  high  in 
Vitamin  A (beta  carotene)  may  be  protec- 
tive. Retinoid  acid  is  not  a good  agent  for 
chemoprevention  of  lung  Ca  because  of  its 
side  effects... 
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Portrait  of  a humble  Genius 


On  the  flowered  altar  was  a life-size 
color  photograph  of  Takuji  Hayashi  — 
bespectacled,  intelligent,  kindly  eyes,  grey- 
ing temples,  chin  resting  on  clenched  fist  in 
a befitting  "The  Thinker”  pose... Friends  and 
colleagues  attended  in  disbelief  at  the  prema- 
ture death  of  a most  remarkable  man... The 
presiding  Shingonshu  priest  intoned:  “We 
moan  the  loss  of  a humble  but  great 
man... Life  is  change  and  nothing  is  perma- 
nent...Dr  Hayashi  has  simply  left  this  life  to 
the  next  station  of  life  and  death. . .” 

Grant  Stemmerman  (mentor  and  close 
friend  for  30  years)  despaired:  “This  is  a par- 
ticularly sad  moment... Takuji  was  a person 
who  combined  high  intelligence  with  great 
demands  on  himself. ..He  studied  ultrastruc- 
tural  pathology  and  participated  in  most  of 
our  research  projects  at  the  Honolulu  Heart 
Study  and  the  Japan- American  Cancer 
Study... He  was  first  my  student,  then  my 
colleague  and  in  the  end.  my  teacher...” 

Fellow  pathologist  Eugene  Yanagihara 
spoke  teary  eyed:  “Takuji  was  my  mentor 
and  special  friend. ..He  was  unassuming, 
soft-spoken  and  candid. ..He  always 
impressed  me  with  his  knowledge. ..He 
encouraged  me  to  read  and  learn  something 
everyday  and  practiced  what  he 
preached... He  did  not  have  a photographic 
memory  as  everyone  assumes:  He  studied 
constantly... He  was  a pathologist  with  no 
equal... He  also  had  diverse  interests,  espe- 
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cially  in  math  and  computer  technology... He 
was  a caring  man — a kind,  generous  and  giv- 
ing person  who  loved  company  and  enjoyed 
telling  jokes...” 

Professor  Kobayashi  from  Kochi  Medical 
School  had  flown  in  from  Japan  to  represent 
Takuji’s  many  friends  and  students  from 
Kochi,  Kagawa  and  Okayama  medical 
schools. ..“Twelve  years  ago,  I was  first 
exposed  to  Dr  Hayashi’s  intelligence,  humor 
and  teachings,  and  later  I had  the  opportunity 
to  spend  14  months  learning  from  him... He 
was  a walking  encyclopedia  with  ready  refer- 
ences on  every  specialty... SAYONARA...” 

Daughter  Bertha  shared  her  memo- 
ries...“We  cherished  his  sense  of 
humor. ..He  was  a scholar,  and  he  was 
always  working  on  his  computer  which  was 
like  his  fourth  child... Whenever  anything 
went  wrong,  he  would  comfort  us  with  “It’s 
OK. . .It  will  be  all  right. . .” 

Pastor  Raymond  Nishigaya  was  rather 
enigmatic:  “Dr  Hayashi’s  death  makes  no 
sense... So  we  must  have  faith... Only  with 
faith,  can  we  have  all  the  answers...” 

Eulogy  of  a great  teacher 

Dr.  Takuji  Hayashi  was  born  in  Niimi, 
Okayama  Prefecture,  Japan  on  September 
15,  1934.  He  received  his  medical  education 
at  the  Okayama  University  Medical  School, 
graduating  in  1959.  He  interned  at  Kuakini 
Medical  Center  from  1959  to  1961,  followed 
by  a pathology  residence  at  Kuakini  and  The 
Queen’s  Hospital  from  1961  to  1964.  He 
received  an  MSc  (medicine)  degree  from 
Queen’s  University,  Kingston,  Ontario, 
Canada  where  he  was  a research  fellow  in 
neuropathology. 

He  returned  to  Kuakini  Medical  Center  as 
a staff  pathologist  in  1966,  where  he 
remained  until  his  death.  He  was  also  the 
pathology  consultant  to  Tripler  Army 
Medical  Center  and  Associate  Professor  of 
pathology  at  the  University  of  Hawaii.  His 
weekly  seminars  in  kidney  disease  and  ultra- 
structural  pathology  at  Tripler  were  deeply 
appreciated  by  the  pathology  and  nephrology 
staffs.  He  achieved  international  recognition 
for  his  research  in  heart  disease  and  cancer  of 
the  gastrointestinal  tract.  He  played  a vital 
role  in  developing  and  standardizing  patholo- 
gy methods  for  the  Honolulu  Heart  Study,  a 
program  sponsored  by  the  National  Institute 
of  Health.  His  research  in  gastric  and  col- 
orectal cancer  earned  him  an  invitation  to  the 
prestigious  Princess  Takamatsu  Meeting  held 
in  Tokyo  in  1977  where  he  was  honored  for 
his  contributions  to  understanding  cell 
turnover  in  normal  and  neoplastic  colorectal 
mucosa.  He  will  be  remembered  as  an  out- 
standing teacher,  as  an  unfailing  source  of 
medical  information  and  for  his  quiet  sense 
of  humor.  His  passing  leaves  a void  that  will 
be  felt  throughout  the  medical  community  in 
Hawaii,  but  especially  at  the  Kuakini  and 
Tripler  Medical  Centers. 

Eugene  Yanagihara 


192 


Hawaii  Medical  Journal — Vol.  51,  No.  7 — July  1992 


Maka  0 Ke  Kauka 


Russell  T.  Stodd  MD 


Statistics  are  the  heart  of  democracy. 

• Interesting  statistic  about  Roe  vs 
Wade — The  AMA  Council  on 
Scientific  Affairs  reports  that  in  1940  in 
the  United  States  1,400  women  died  as 
a consequence  of  illegal  abortions.  In 
1985,  six  women  died  from  complica- 
tions of  legal  abortions. 

• Interesting  statistic  about  same  day 
surgery — In  1980  only  16%  of  surgeries 
were  performed  as  outpatient  proce- 
dures and  84%  required  hospitalization. 
In  1990,  51%  of  surgeries  were  done  on 
the  same  day,  and  the  figure  is  growing 
by  7%  per  year,  establishing  outpatient 
dominance  which  surely  will  prevail 
and  expand  through  the  rest  of  this  cen- 
tury. 

No  one  can  build  security  on  the 
nobleness  of  government. 

Those  of  us  with  hoary  heads  recall 
the  days  when  medical  “price  fixing” 
by  way  of  a relative  value  schedule  was 
considered  a criminal  conspiracy  on  the 
part  of  organized  medicine.  The 
California  RVS  was  used  in  certain 
locales  to  establish  usual  and  custom- 
ary, but  the  threat  was  ever  present  that 
the  FTC  would  come  thundering  in  on 
their  white  horses  to  punish  such  “evil” 
doctors.  Now,  as  you  know,  the  Health 
Care  Financing  Administration  has 
omnisciently  constructed  and  nailed  in 
place  its  own  Medicare  reimbursement 
schedule,  and  we  are  forced  by  mandate 
to  deal  with  the  other  end  of  the  horse. 
Once  again,  that  which  was  a crime  for 
the  individual  has  become  a holy  mani- 
festo for  the  government.  And  this  final 
bit  of  frosting — West  Virginia  lawmak- 
ers are  considering  a proposal  to  require 
doctors  to  accept  as  payment  in  full 
whatever  each  patient’s  insurer  will 
pay. 

I can  live  for  two  months  on  a good 
compliment. 

Despite  all  the  government  and 
media  doctor  bashing,  it  appears  the 
public  has  more  insight  than  anticipat- 
ed. According  to  a study  from  Pulse 
Surveys  of  America,  more  than  one 
third  of  working  Americans  expect  high 


medical  bills  to  trigger  a financial  crisis 
in  their  families  over  the  next  5 years. 
However,  only  9%  blame  physicians  for 
the  rapidly  rising  medical  costs.  Instead, 
24%  blame  trial  lawyers  and  medical 
malpractice  suits,  21%  focus  on  exces- 
sive hospital  charges,  and  11%  on 
insurance  company  profits. 

The  easiest  way  to  make  money  is  to 
stop  losing  it. 

If  by  hard  work  and  frugality  you 
have  accumulated  some  money  to 
invest  for  your  golden  years,  the  follow- 
ing stocks  will  throw  off  the  best 
returns  over  the  next  years;  Boeing, 
Bristol-Myers,  Eli  Lilly,  Glaxo,  Merck, 
Philip  Morris  and  Wal-Mart.  These  rec- 
ommendations come  from  Rivel 
Research  Group,  which  polled  200 
money  managers.  However,  if  your 
experience  with  a money  manager  is 
much  like  mine,  that  is  not  a ringing 
endorsement. 

Let  it  all  hang  out,  ma’am. 

What  is  next — photographs  of  her- 
nias, hemorrhoids,  harelips?  With  the 
abiding,  inane,  groundless  fixation  on 
medical  fraud,  the  Alabama  Medicaid 
agency  and  many  private  insurers 
require  snapshots  of  women’s  breasts 
before  approving  breast  reduction 
surgery.  The  requirement  of  photos 
prior  to  non-cosmetic  blepharoplasty  is 
an  insulting  and  degrading  practice 
which  ophthalmologists  and  plastic  sur- 
geons in  Hawaii  have  been  obliged  to 
endure  on  behalf  of  their  patients.  To 
permit  a clerk  at  some  desk  to  overrule 
a medical  judgment  for  reimbursement 
on  the  basis  of  a capricious  look  at 
snapshots  is  not  just  a discourtesy,  a 
slap,  and  an  affront;  it  is  simply  wrong. 
Doctor’s  objections  have  no  effect. 
Only  when  the  abused  public  gets  angry 
enough  will  these  pettifogging  exercises 
be  terminated. 

If  at  first  you  don’t  succeed,  trans- 
form your  data  set. 

Probably  as  a result  of  the  blizzard 
of  paperwork  that  descended  on  the 
National  Practitioners  Data  Bank,  the 
government  is  studying  the  possibility 
of  discontinuing  the  need  to  report  “nui- 
sance settlements”  of  malpractice 
claims.  The  AMA  has  repeatedly  sug- 
gested a minimum  figure  of  $30,000  as 
the  reporting  floor,  but  the  Physician 
Insurers  Association  of  America  is  urg- 
ing that  payouts  under  $50,000  would 
not  have  to  be  reported. 


They  serve  God  well  who  serve  his 
creatures. 

For  reasons  that  medical  educators 
cannot  explain,  applications  for  medical 
school  are  on  the  increase.  The  nadir 
was  reached  in  1986  when  the  appli- 
cant-acceptance ratio  was  1.6.  Currently 
the  figure  has  returned  to  the  1980  level 
of  2.1  and  the  trend  is  up,  fueled  by 
more  female  and  minority  applicants. 
Theories  are  that  a medical  degree  is 
considered  recession-proof  and  that 
medicine  is  identified  with  public  ser- 
vice, supposedly  the  antithesis  of  the 
me-first  Reagan  years.  Perhaps  it  is  an 
antecedent  reaction  to  the  indecent 
number  of  lawyers  annually  spewing 
forth  to  nurse  from  the  bosom  of  the 
American  economy. 

Sin  writes  histories;  Goodness  is 
Silent. 

Strike  two.  Generic  drugmaker 
Superpharm  Corp.  has  been  fined  $1- 
million  after  pleading  guilty  to  4 counts 
of  shipping  unapproved  and  adulterated 
medication.  The  words  in  Hawaii  are 
“Do  not  substitute.” 

Addenda. 

— Philip  von  Walther  (19th  century) 
believed  that  cataracts  were  an  inflam- 
matory condition  and  coined  the  term 
“phakitis.”  It  never  caught  on. 

Aloha,  and  keep  the  faith 

rts 


ODE  TO  A PHARMACIST 

“Mr.  Pharmacist,  please  have  pity 
on  my  soul. 

And  help  me  live  to  find  my  goal. 

Don’t  give  me  pills  just  to  see  and 
hold; 

I need  to  take  them  before  I get 
too  old. 

You  know  and  I know  they’re  not 
for  a kid. 

All  I want  to  know  is  how  to  lift 
the  lid. 

-Anonymous 
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Tlie  City  of  K^ipolei’s  first  major 
office  com{)lex  is  now  getting  off 
l-he  ground. 

CoiLstniction  is  well  under  way 
on  Campbell  Square.  The  twin- 
building project  will  occupy  the 
first  block  of  Oahu’s  next  city.  And 
its  kama'aina  architectural  style 
and  “smart”  technology  will  set  the 
standard  for  future  office  buildings 
in  Kapolei. 

Campbell  Estate  is  moving  its 
headquarters  here  in  the  spring  of 
1993.  Other  tenants,  including 
prominent  financial,  insurance, 
real  estate  and  retail  firms,  are  now 
finalizing  leases. 

Aiid  that’s  just  the  beginning. 
Several  more  office  projects  are  in 
the  works.  Along  with  hundreds 
of  homes  nearby.  And  Kapolei 
Shopping  Center  (28  tenants  and 
counting)  is  nearing  completion  — 
with  Safeway  opening  by  the  end 
of  the  year. 

The  employment  opportuni- 
ties being  created  are  equally 
impressive.  All  total,  30,000  people 
are  projected  to  be  working  in  the 
Kapolei  area  by  2010. 

Business  is  moving  in  a whole 
new  direction.  Call  544-3275  and 
get  in  on  the  ground  floor. 

The 


A development  of  The  Estate  of  James  Campbell. 


DIABETES  (Continued  from  page  186) 


The  need  for 
effective  partnerships 

As  the  working  title  implies,  “Diabetes  2000”  will  be  a 
long-term  project  aimed  at  a specific  disease:  Diabetic  retino- 
pathy and  its  complications.  Several  phases  are  anticipated. 

Providing  the  latest  research  findings  to  ophthalmologists 
and  other  physicians  who  care  for  those  patients  is  the  first 
priority,  followed  by  patient  and  public  information.  Initially, 
new  advances  and  treatment  guidelines  for  the  medical  and 
surgical  treatment  of  diabetic  eye  disease  will  be  emphasized 
through  continuing  education  of  ophthalmologists,  other 
physicians,  allied  health  professionals,  residents,  medical  stu- 
dents and  specialists  in  diabetes-related  education. 

In  later  phases,  educational  programs  for  diabetic  patients 
and  the  public  will  be  developed.  Ultimately,  improved  eye 
care  of  diabetic  patients  is  to  be  expected  as  a result  of  closer 
collaboration  between  the  physician  primarily  responsible  for 
the  care  of  the  patient’s  systemic  illness,  the  patient  and  the 
ophthalmologist.  Since  diabetic  patients  can  be  asymptomatic 
despite  significant  progression  of  diabetic  retinopathy,  the 
importance  of  a renewed  and  improved  partnership  between 
the  ophthalmologist  and  the  patient’s  primary  physician  is 
critical. 

Because  of  the  ambitious  goal  and  long  time  frame,  many 
other  medical  organizations  and  public  groups  are  involved  in 
Diabetes  2000.  Representatives  from  various  medical  special- 
ties, government  agencies,  and  other  organizations  devoted  to 
problems  of  the  diabetic  patient  have  been  invited  to  partici- 
pate. Since  diabetes  is  a complex,  multisystem  disease  whose 
overall  management  is  the  responsibility  of  physicians  other 
than  ophthalmologists,  “Diabetes  2000”  will  stress  involve- 
ment of  other  physicians  and  medical  specialty  organizations 
in  planning  and  implementing  the  project. 

The  importance  of  finding  ways  to  develop  effective  part- 


nerships between  the  patient’s  primary  physician,  the  ophthal- 
mologist and  the  patient  in  the  management  of  diabetic  eye 
disease  is  a major  goal.  Another  important  aspect  of  the  pro- 
ject is  the  identification  and  promotion  of  existing  diabetes 
eye  health  programs  around  the  country,  such  as  the  Centers 
for  Disease  Control  (CDC)  Diabetes  Translation  Project.  The 
AAO  will  encourage  ophthalmologists  to  participate  in  nation- 
al, regional  and  local  programs  already  in  operation,  as  spon- 
sored by  such  organizations  as  the  American  Diabetes 
Association,  the  Juvenile  Diabetes  Foundation,  Lions  Clubs, 
and  others. 

And  in  Hawaii 

Hawaii  ophthalmologists  are  participating.  Educational 
materials  are  being  developed  and  demonstration  projects  are 
underway  in  some  states  to  encourage  ophthalmologists  and 
other  physicians  to  participate  in  continuing  education  pro- 
grams concerned  with  the  overall  management  of  diabetic 
retinopathy.  A Preferred  Practice  Pattern  on  diabetic  retinopa- 
thy is  available  through  the  offices  of  the  American  Academy 
of  Ophthalmology  (415-561-8500).  This  document  provides 
the  latest  information  concerning  the  management  of  diabetic 
retinopathy.  The  Hawaii  Ophthalmological  Society  is  actively 
involved  in  this  national  initiative  and  ophthalmologists  in 
Hawaii  are  eager  to  help  develop  the  necessary  educational 
and  service  programs  that  will  achieve  this  goal. 

1.  Kupfer,  C:  The  challenge  of  transferring  research  results  into  patient  care. 

Ophthalmology  96:1^1-138,  1989. 

2.  Preferred  Practice  Pattern:  Diabetic  Retinopathy,  American  Academy  of 

Ophthalmology,  1989. 


CLASSIFIED  NOTICES 

To  place  a Classifed  Notice:  MEMBERS,  please  sub- 
mit copy  to  HMA,  1360  S.  Beretania  St,  2nd  Fir, 
Honolulu  HI  96814  or  Fax  528-2376.  NONMEMBERS, 
please  call  Leilani  at  521-0021.  Four  line  min,  approx 
5 words  per  line.  Payment  must  accompany  order. 


EMPLOYMENT  OPPORTUNITY 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S.  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in  a 
Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


OFFICES 


WILL  CONSIDER  ALL  OFFERS 

AINA  HAINA  PROFESSIONAL  BUILDING 

1.064  sf  turnkey  previous  medical  ofc.  & 837 
sf  ofc.  space  available.  Lots  of  parking. 

GREAT  LOCATION 

Carolyn  Schnack  Darrow  (RA)  373-964 


OFFICES 


MAUI 

MAUI  CLINIC  BUILDING 

* 728  Sq.  Ft.  Office 

* X-Ray  and  Lab  on  Site 

* Renovation  Allowances 

* Rental  Allowance  during  Renovation 

* Ample  Parking 

* 14  other  Ouality  Medical  Tenants  in  Bldg. 

0PM  Call  John  Sullivan 
OIHANA  PROPERTY  MANAGEMENT  244-7684 


REAL  ESTATE 


MANOA 

Best  street.  4 bd.,  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 

RENTALS 


WAIMANALO,  OAHU 

BEACHFRONT 

Beautiful  beach  home  on  magnificent  white  sand 
beach.  Sleeps  8,  $1 500/week,  Barbara,  733 
Bishop,  Ste.1800,  HNL,  HI  96813;  808-531-141 1 


SERVICES 


WANTT  TO  SAVE  MONEY,  TIME  & HEADACHES? 
Let  MEDPRO  show  you  how! 

We  come  with  10  years  of  experience  in  fil- 
ing all  types  of  medical  claims.  For  a free 
consultation,  please  call  681-4434  and  ask 
for  Claudia  Tateishi. 


LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice  avail- 
able. Please  contact  Acute  Care  Medical 
Services.  262-4181. 

LOCUM  TENENS  AVAILABLE 

Family  Practice,  Pediatrics,  Urgent  Care. 

No  agency  fees.  Deal  direct.  923-2981. 


BUSINESS  OPPORTUNITIES 


Established  General  Practice  for  sale. 
Waipahu.  Equipment  available. 

Terms  negotiable. 

Phone  671-3931 
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Praxis  gives 
Dr.  Lee  independence 


Dr.  Lee  has  time  for  himself  now 
that  he  uses  Praxis! 

Praxis: 

■ Files  insurance  claims 

■ Generates  patient  statements 

■ Receives,  posts,  tracks  and 
deposits  payments 

■ And  handles  all  patient 
inquires 

All  Dr.  Lee  has  to  do  is  enter  the 
patient  information  in  his  OS/2 
computer  system*,  and  let  Praxis 
take  care  of  the  rest! 


' 

^ 

Praxis  offers  the  administrative  services  of  a large  clinic 


or  hospital  to  physicians  who  prefer  their  autonomy,  and 


gives  them  more  time  for  their  professional  and  personal 


lives.  For  more  information,  contact  us  at  941-3363. 


Praxis 

HAWAII’S  BILLING  SERVICES  FOR 
PHYSICIANS  IN  PRIVATE  PRACTICE 


Praxis^"  is  a wholly-owned  subsidiary  ol  DataHouse,  Ala  Moana  Building,  Suite  1500, 1441  Kapiolani  Boulevard, 
Honolulu,  Hawaii  96814  — 'Praxis  requires  the  use  ol  an  IBM-PS/2  computer  in  an  OS/2  computing  environment  — 
IBM.  PS/2  and  OS/2  are  registered  trademarks  ol  Inlernational  Business  Machines  Corporation 


Leasing  cars  for  business  is  a whole  new  ball  game. 


First  Hawaiian  Leasing  announces 
FirstLease  — a product  designed  expressly 
for  business  and  professional  people  who 
drive  their  vehicles  50%  or  more  for 
business  use. 

Advantages  of  FirstLease  include: 

• Monthly  payments  are  typically  25%  to 
35%  lower  than  conventional  financing  and 
remain  the  same  throughout  yoiir  lease. 


• You  select  the  vehicle  and  dealer  of  your 
choice. 

• You  can  benefit  from  certain  tax  savings. 

• There’s  no  down  payment.  In  effect, 

FirstLease  gives  you  100%  financing. 

FirstLease  is  a convenient  and 
economical  way  of  financing  your  new  car, 
truck  or  fleet.'To  get  the  ball  rolling,  call 
the  FirstLease  Team  at  525-7035. 

The  FirstLease 

FIRST  HiimilAN  LEASING,  INC 

A financial  services  company  of  First  Hawaiian,  Inc. 
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n 1992,  MIEC’s  $18-inillion  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 


■ Financial  strength,  which  adds  more 
than  $1 5-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


iSjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  v/ill  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


liJiEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411/Toll-free  (800)  227-4527/ Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 


(USI’S  237-640) 
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iVlason  Evans 
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* Trial  Lawyers  * 

0^^  yotc 

■ Professional  Negligence  ■ 

■ Personal  Injury  ■ 

— 

■ Divorce  ■ 

— 

■ Criminal  Defense  ■ 
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HMA  Council  Highlights  For  the  Council  Meeting  of  July  10,  1992 


The  HMA  Council  met  on  10  July  1992.  The  highlights 
of  its  action  follow.  Those  present  were:  S Wallach,  J Chang, 
A Don,  J McDonnell,  J Spangler,  C Kam,  F Holschuh,  L 
Howard,  L Sakai,  P DeMare,  R Embry,  H K W Chinn,  H H 
Chun,  H Fong,  R Kimura,  M Shirasu,  C Kadooka,  R Goodale, 
J Betwee,  H Percy,  T Smith,  G Goto,  J Lumeng,  W W Y 
Chang,  W W L Dang,  N Winn,  J Armstrong-resident  physi- 
cian rep,  and  W M Dang-young  phys  rep.  Also  present  were: 
Guests — G Yamashiro-Manager,  Aetna  Medicare,  and  B 
Fong-Medical  Director,  Aetna  Medicare;  G Fu-President- 
HMA  Auxilary,  and  V Woo-Legal  Counsel.  HMA  staff 
present  were:  J Won,  N Jones,  B Kendro,  J Asato,  L Tong,  P 
Kawamoto,  J Estioko,  R Tokuda,  and  M Lindsey-recording 
secretary. 

Aetna  Medicare’s  Gladys  Yamashiro,  the  Manager  of 
Aetna  Medicare,  and  Dr  Bernard  Fong,  its  Medical  Director, 
attended  the  HMA  Council  meeting  on  1 0 July  1 992  to  reveal 
early  analysis  of  the  recently  implemented  coding  proce- 
dures. Ms  Yamashiro  noted  that  72%  of  Hawaii  physicians 
are  coding  properly. 

To  establish  local  medical  policy.  Medicare  is  working 
with  the  Honolulu  County  Medical  Society  Medicare  Claims 
Review  Committee,  composed  of  representatives  from  spe- 
cialty societies. 

Medicare  will  be  monitoring  Modifier  codes  No.  25  and 
79  in  particular;  physicians  who  use  these  codes  too  fre- 
quently will  be  apprised  of  the  fact.  Medicare  also  will  send 
letters  to  physicians  who  perform  global  surgeries  in  an  effort 
to  educate  them  to  the  proper  procedures. 

HCFA  requires  that  each  carrier  have  a full-time  fraud 
unit  and  will  expect  the  carrier  to  actively  pursue  fraud  and 
abuse.  HCFA’s  Medicare  Abuse  Fraud  Division  will  be  based 
in  San  Francisco.  Ms  Yamashiro  will  ask  for  a waiver  on  that 
requirement  and  will  ask  the  Honolulu  County  Medical 
Society  Medicare  Claims  Review  Committee  to  look  at 
policy  and  make  recommendations. 

In  parting  Ms  Yamashiro  noted  that  Medicare  hopes  to 
reduce  and  eliminate  physicians’  hassle  factors  through  good 


communication  with  HMA. 

Neal  Winn  and  Fred  Holschuh  accepted  an  award  in 
Chicago  on  behalf  of  the  HMA  in  recognition  of  outstanding 
membership  recruitment  efforts  in  the  Hospital  Medical  Staff 
Section  outreach  program;  and  for  their  efforts  in  recruiting 
new  members  to  the  AMA,  John  McDonnell  and  Calvin  Kam 
were  presented  with  beautiful  navy  blazers  sporting  the 
AMA  logo  on  the  pocket. 

John  Armstrong,  our  HMA  delegate  to  the  AMA  Resi- 
dent Physicians  Section,  was  congratulated  for  his  election  to 
the  post  of  Resident  Physicians  Section  delegate  to  the  AMA. 
He  campaigned  nationally  for  this  honor. 

The  Hawaii  State  House  of  Representatives  commended 
and  congratulated  HMA  for  its  support  of  the  International 
“Play  It  Safe”  program. 

Mrs  Gwen  Fu,  president  of  the  HMA  Auxiliary,  was 
congratulated  by  the  HMA  Council  for  the  group’s  efforts  in 
stopping  the  distribution  of  the  “True  Crimes  Cards”  in 
Hawaii.  She  reported  that  an  HMA  delegation  traveled  to 
Chicago  to  attend  the  AMAA  Annual  Meeting,  and  that  the 
AMA  Auxiliary  voted  to  change  its  name  to  the  AMA 
Alliance. 

John  McDonnell  reported  that  the  Membership  Task 
Force  has  officially  launched  its  campaign  to  recruit  1 00  new 
members;  a $50  dues  credit  and  other  benefits  were  approved 
by  Council. 

Herbert  KW  Chinn  and  the  Membership  Benefits  Com- 
mittee have  actively  solicited  benefits  including  a reduction 
in  collection  service  fees  from  Transworld  Systems,  substan- 
tial savings  for  personal  and  business  loans  from  First  Hawai- 
ian Bank,  price  consideration  at  Lexus  of  Hawaii,  and  mem- 
bership in  the  Memorial  Society  of  Hawaii.  Council  expressed 
its  appreciation  to  Herb  for  his  efforts. 

The  Council  nominated  George  Starbuck  as  the  HMA’s 
representative  to  the  Child  Welfare  Services  State  Advisory 
Council. 

Andrew  Don  MD 
HMA  Secretary 
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An  Alternative 

There  is  considerable  sentiment  within  the  general  public 
for  “alternative”  forms  of  health  care.  Although  the  Journal  is 
dedicated  to  publishing  scientific  articles  and  writings  on 
medical-socioeconomic  issues,  we  perhaps  should  keep  abreast 
of  times  and  explore  the  periphery  of  the  healing  arts. 

We  open  the  door  to  such  an  approach  in  this  issue  of  the 
Journal.  Rock  K T Ng,  the  author  of  “Cardiopulmonary  exer- 
cise as  a recently  discovered  secret  of  tai  chi,”  is  a civil  engineer 
with  HD&C,  an  old  construction  company  here  in  Hawaii  and 
elsewhere.  Aside  from  that  he  has  had  an  interest  in  tai  chi  since 
he  was  7 years  old  in  Hong  Kong,  an  apprentice  to  and  disciple 
of  a famous  master — Sifu,  in  Chinese,  comparable  to  Sensei  in 
Japanese — by  the  name  of  Wu.  This  master/disciple  associa- 
tion continued  for  22  years  until  Wu  died;  the  master  had 
bestowed  upon  Rock  the  mandate  to  teach  tai  chi  and  to  impart 
its  “secret”  thereafter.  He  has  done  so  in  California  and  here. 

Tai  chi  is  one  of  the  martial  arts,  but  it  stresses  defense,  and 
it  forswears  aggression.  Rock  emphasizes  the  fact  that  “the 
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Letter 
to  the 
Editor 


I read  with  interest  the  letters  in  the  March  issue  of  the 
Journal  by  John  H Houk  MD  and  Stephen  A J W Lung  regarding 
the  implementation  of  new  managed  care  rules  by  our  major 
insurance  provider.  It  became  apparent  in  reading  these  two 
letters  that  there  is  a wide  chasm  between  our  physician  commu- 
nity and  the  insurers  who  provide  managed  care. 

While  it  is  true  that  participation  with  insurance  plans  and 
Medicare  has  enhanced  access  in  Hawaii,  strong  competition 
especially  on  Oahu  has  promoted  this  as  well.  Hawaii’s  cost  per 
capita  for  health  care  is  among  the  lowest  in  our  nation. 
However,  much  of  this  also  can  be  explained  by  our  demo- 
graphic and  ethnic  population  mix  (the  average  longevity  for 
orientals  is  significantly  higher  than  Caucasians,  ie,  Chinese 
women  live  an  average  of  88  years).  In  addition,  our  commu- 
nity-rating for  insurance  premiums  spreads  the  risk,  resulting  in 
a sharing  of  the  cost  per  capita. 

Although  one  of  the  primary  driving  forces  behind  man- 
aged care  is  cost,  there  are  many  others  such  as  quality  and 
efficient  and  effective  use  of  our  health  care  resources.  Many 
physicians  feel  that  quality  and  cost  are  linearly  and  directly 
related.  This  is  not  true.  Eventually  a point  of  diminishing 


older  you  are,  the  better  you  are  at  it.”  This  had  always  been  a 
mystery  until  Wu  “discovered”  its  secret — that  it  affected  the 
joints  of  the  body  in  a positive  way. 

Rock  has  been  teaching  tai  chi  the  past  26  years  at  many 
schools,  for  organizations  and  to  groups.  According  to  him,  he 
has  studied  anatomy,  physiology  and  has  gone  into  acupuncture 
on  a basis  of  improving  people’s  health;  but  he  is  very  modest 
about  his  accomplishments. 

Tai  chi  has  a large  following  in  Hong  Kong.  It  boasts  an 
academy  in  Los  Angeles  but  there  is  no  formal  organization 
dedicated  to  it  here  in  Hawaii. 

We  express  appreciation  for  Rock’s  allowing  us  to  inter- 
pret what  he  means  to  say,  he  being  hampered  somewhat  by  the 
English  language  with  which  he  is  not  too  familiar. 

We  ask  for  the  indulgence  of  our  reader  in  submitting  this 
article  for  their  perusal  and  interest,  and  we  would  like  some 
feedback  from  them  as  to  its  acceptability  in  the  pages  of  the 
Journal. 

J I Frederick  Reppun  MD 
Editor 


returns  is  reached  when  plotting  the  graph  of  cost  and  quality. 
This  is  highlighted  to  physicians  almost  daily  when  they  see  the 
poor  quality  of  care  and  tremendous  costs  incurred  when  inap- 
propriate medical  care  has  been  delivered  (ie,  costs  are  tremen- 
dously high  and  quality  is  very  poor). 

“Hassle  factors”  truly  have  to  be  addressed  if  managed  care 
is  to  succeed.  The  administrative  burdens  and  regulations  our 
physician  community  faces  is  enormous.  The  addition  of  these 
overheads  to  our  medical  system  will  not  serve  to  enhance  the 
efficient  and  effective  use  of  our  health  care  resources.  Managed 
care  mechanisms  must  be  streamlined  with  physician  input. 
Suggestions  for  the  development  of  managed  care,  coupled  with 
a long-term  partnership  with  physicians,  are  necessary. 

This  alliance  between  the  segments  of  our  health  care 
system:  physicians  (and  other  providers),  managed  care  admin- 
istrators, and  patients,  will  be  the  only  way  the  private-practice 
health  care  system  will  survive. 

Robert  V Hollison  Jr  MD  FACP  FAAFP 

Medical  Director 
The  Queen’s  Health  Care  Plan,  Inc/Island  Care 
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Ed  Sheehan:  a literary  giant 

Ed  Sheehan 


Ed  Sheehan  was  a long-time  resident  and  supporter  of 
Hawaii:  he  was  a literary  giant  and  was  with  us,  even  when  he 
went  to  live  in  England  in  his  later  years.  Eddied  on  Thursday, 
1 1 June,  1992  at  the  Queen 's  Medical  Center. 

We  can  think  of  no  better  way  for  our  profession  to  show  its 
appreciation  of  his  contribution  to  our  community  than  by 
reprinting  a column  in  the  Sunday  Star-Bulletin  & Advertiser  of 
21  Eebruary  1982.  We  entitle  it  “A  testimonial  to  opthalmology 
in  the  1980s.  ” 

J I Erederick  Reppun  MD 
Editor 

In  this  world,  one  needs  a few  addictions,  distractions  of 
movies,  music,  martinis  and  books.  They  are  means  by  which 
we  soothe  abrasions  of  our  days  such  as  gloomy  news,  incred- 
ible prices  and  sociopaths  carrying  large  and  raucous  radios. 
Since  a heart  attack  a year  ago.  I’ve  had  to  develop  new 
addictions. 

First  is  not  thinking  about  cigarettes,  for  I enjoyed  smok- 
ing. Another  is  not  thinking  about  a pinch  of  salt  on  food — or 
of  some  food  itself — large  cheeseburgers,  plump  shrimp  in 
spicy  sauce,  pork  chops,  bacon  and  eggs,  knockwurst  and 
Portuguese  sausage.  I could  list  foods  right  down  to  the  bottom 
of  this  page  that  I don’t  think  about  anymore. 

But  my  No.  1 addiction  is  the  morning  walk.  My  eyes  pop 
open  every  day  at  5:30  a.m.  A few  minutes  later.  I’m  on  the 
Waialae-Kahala  roads  in  the  dark.  It’s  an  absorbing  hour,  alive 
with  happenings. 

Sometimes  a glow  from  Honolulu  suffuses  clear  sky.  Other 
times,  a cloud  cover  over  the  Koolaus  deepens  the  dark.  Y ellow 
streetlamps  spill  eerie  light.  Houses  are  obscured  on  neat  plots 
of  grass  and  trees.  A newsboy  on  a bike  wheels  out  of  gloom. 
A few  early  joggers  and  walkers  are  about,  aloof,  mute,  puffing. 

A cock  crows  from  the  Kaimuki  area.  I wonder  if  he  is  a 
domestic  or  fighting  chicken.  Cats  sit  like  sculptures  on  side- 
walks, fine-tuned  to  mynahs  chattering  awake  in  banyans.  I’ve 
come  to  know  almost  every  dog  for  miles.  A few  of  the  older 
ones  roam  free,  strolling  about  to  leave  identification  here  and 
there.  These  canine  senior  citizens  are  polite  and  quiet.  Most 
glance  up  as  I pass,  and  some  smile,  although  it’s  difficult  to 
discern  at  that  hour. 

Younger  dogs  exercise  their  territorial  imperative  with 
manic  warnings  that  must  be  less  than  music  to  neighbors.  I’ve 
learned  to  avoid  places  where  German-descended  beasts  hurl 
themselves  at  fences  and  gates,  clearly  thirsting  for  my  jugular. 
Human  counterparts  of  the  noisier  animals  are  the  trash  collec- 
tors. These  burly  brothers  shatter  the  dark  with  their  shouts,  the 
grinding  of  the  truck’s  compactor  and  shriek  of  its  brakes.  They 
must  be  a horror  to  hangover  sufferers  along  their  routes. 

But  the  pleasant  sights  more  than  compensate:  well-con- 
structed ladies  who  jog,  a flock  of  gurgling  white  doves  on 
Kahala,  the  last  twinkles  of  hillside  lights,  and  stars  dropping 
out  one  by  one.  Recently,  1 see  with  both  eyes  and  much  more 


clearly.  I am  more  aware  of  the  black  sea  turning  to  aluminum, 
of  palm  swords  taking  definitive  shapes,  and  the  awakenings 
and  subleties  of  the  time  between  dark  and  sunrise. 

Reason  for  this  expanded  vision  is  a few  minutes  under  an 
eye  surgeon’s  scalpel — a frightening  experience  to  contem- 
plate, but  one  no  more  painful  than  a haircut.  What  happens  in 
a cataract  operation  is  fantastically  complex,  considering  the 
delicacy  of  the  eye.  Put  most  simply,  an  incision  is  made,  the 
offending  curtain  removed  and  the  lens  replaced  with  a plastic 
one.  Everything  ancillary  to  this  process  is  duck  soup. 

In  Queen’s  at  7:30  a.m.,  a nice  Hawaiian  lady  gave  me  an 
expert  jab  in  the  rear,  then  demanded  my  clothes.  She  then 
handed  me  one  of  those  humiliating  open-backed  robes,  and 
hovered  with  an  eye  dropper. 

“It’s  the  left  eye,  isn’t  it?’’ 

“NO.  The  right,’’  I told  her.  My  exposed  rear  was  chilled. 
Why  does  one  have  to  be  stark  naked  for  an  eye  operation? 

Fifteen  minutes  later  when  the  hypo  grabbed,  1 didn’t  care 
how  I was  dressed.  I was  flying  over  the  upper  reaches  of  Manoa 
Valley.  When  I descended.  I was  outside  the  Queen’s  operating 
rooms  with  other  prone  and  cocooned  figures.  Many  men  in 
masks  were  lounging  around,  chattering  about  golf  and  real 
estate,  so  I knew  they  were  doctors.  One  of  the  group  introduced 
himself  as  my  anesthesiologist,  then  asked: 

“The  left  eye,  right?” 

“NO,  it’s  the  RIGHT  eye!”  Was  this  some  ghastly  in-house 
joke?  I thought  of  demanding  that  a direction  be  marked  with  an 
arrow  on  my  forehead. 

Minutes  later  I was  on  the  table  with  nurses  tucking  and 
puttering.  Only  their  dark  and  lovely  eyes  were  visible.  I was 
conscious  only  of  someone  poking  around  my  head,  and  mut- 
tering between  long  silences. 

It  was  all  rather  boring.  Gerald  Faulkner,  the  surgeon,  said 
I napped  and  snored  through  the  25-minute  operation.  At  about 
10:30  a.m.,  the  nice  Hawaiian  lady  was  serving  me  toast  and 
coffee.  I departed  at  noon,  feeling  marvelous.  The  next  morning 
the  bandage  was  removed. 

Et  voila!  I no  longer  have  a cyclopean — and  sometimes 
double — view  of  surroundings.  A day  or  two  later  I was  typing 
without  glasses  for  the  first  time  in  15  years.  During  my  early 
morning  walks,  there  occasionally  were  two  moons,  now  there 
is  only  the  normal  one.  Without  the  cataract,  Faulkner  says.  I 
will  soon  enjoy  near  20/20  vision.  Some  fairly  new  “old  wives” 
tales  already  exist  about  cataract  operations.  Most  prevalent  is 
that  they  are  accomplished  by  “laser”  beams.  There  is  no  such 
process.  Another  is  that  the  cataracts  must  be  “ripe,”  ie  aged 
sufficiently  for  removal.  Not  true  either.  Cataracts  can  be 
removed  at  any  stage.  Another  misconception  is  that  the  opera- 
tion is  painful.  The  only  discomfort  was  when  the  nice  Hawai- 
ian lady  gave  me  the  relaxing  jab  in  my  seat. 

It  was  a ridiculously  small  price  to  pay  for  a world  that  has 
become  so  beautifully  enlarged  — even  in  the  dark  at  5:30  a.m. 
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. . . it's  still  with  us 


Acute  rheumatic  fever  in  Hawaii:  1966  to  1988 


L T Chun  MD 
D Venn  Reddy  MD  MPH 
Gregory  K Yim  MD 
Loren  G Yamamoto  MD  MPH 

Seventy' five  children  with  acute  rheumatic  fever  (ARF)  were 
hospitalized  on  Oahu  from  1984  to  1988.  The  annual  incidence 
rate  was  9.5  ( all  rates  are  per  100,000  children  peryear).  The  first 
attack  and  recurrent  attack  rates  were  7.9  and  1.6.  Polyarthritis 
occurred  in  84%,  chorea  in  7%,  and  carditis  in  32%.  Mitred 
insufficiency  was  the  most  common  valvular  lesion  (88%).  Ha- 
waiians/part  Hawaiians  and  Samoans  had  the  highest  incidence 
rates  (relative  risk  3 and  56,  respectively).  Polynesian  children 
were  84  times  more  likely  to  develop  carditis. 

Five  hundred  thirty  nine  ARF  cases  were  hospitalized  on 
Oahu,  1966  to  1974  and  from  1976  to  1988.  The  annual  incidence 
rate  of  ARF  on  Oahu  has  remained  fairly  constant  at  about  12.4. 
The  incidence  rates  in  all  ethnic  groups  have  decreased  e.xcept  in 
Samoan  children. 

Introduction 

In  the  early  1 98()s,  numerous  articles  appeared  that  relegated 
ARF  to  a minor  role  in  the  continental  United  States  among 
children  in  the  5 to  1 7-year  age  group'-^  f As  compared  to  40  to  65 
cases  per  1 00,000  population  per  year  between  1935  and  1960,  the 
number  of  cases  declined  to  0.5  to  1 .9  cases  per  1 00,000  popula- 
tion per  year  between  1977  and  198U^  Clinicians  in  Hawaii, 
however,  have  continued  regularly  to  encounter  patients  with 
ARF.  A resurgence  of  ARF  in  the  continental  U.S.  occuired  in 
1 985,  the  attack  rate  increasing  to  1 8 per  1 00,000  population  per 
year  in  Salt  Lake  City,  Utah'’-^  Since  1985,  others  have  reported 
similar  experiences'’‘''\  Because  of  the  renewed  interest  in  ARF, 
we  were  prompted  to  continue  our  survey  of  hospitalized  children 
with  ARF  in  Hawaii  from  1984  to  1988.  We  previously  reported 
our  experience  with  ARF  for  the  periods  1 976  to  1 980"’  and  1 980 
to  1 984'^  in  which  the  annual  attack  rates  were  14.4  and  1 3.4  per 
100,000  children  respectively. 

Historically,  the  first  ca.se  of  ARF  in  Hawaii  was  described  in 
a medical  conference  in  1938'**  and  the  first  recorded  case  was 
reported  in  194 1 During  1942  to  1946, 17%  of  all  cardiac  cases 
admitted  to  the  hospitals  ( 1 .2%  of  all  admissions)  in  Hawaii  were 
due  to  rheumatic  fever  (RF)18.  Between  1947  and  1949,  73 
patients  ( 1 .2%  of  all  admissions)  were  admitted  for  RF-'.  In  1950, 
the  Hawaii  Territorial  Board  of  Health  had  on  its  active  clinic 
roster  257  acute  and  chronic  pediatric  RF  cases.  Between  1 955 
and  1959,  91  children  (0.6%)  with  RF  were  admitted  to  the 
Kauikeolani  Children’s  Hospital  in  Honolulu-".  Children  hospi- 
talized in  the  7 major  hospitals  on  Oahu,  with  first  attack  ARF 
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from  1 966  to  1 974,  accounted  for  an  annual  rate  of  1 1 .8  cases  per 
100,000  children  aged  0 to  19  years”. 

Hawaii  differs  from  the  continental  U.S.  in  that  it  is  geo- 
graphically isolated  and  its  ethnic  composition  is  composed 
largely  of  Polynesians,  Asians,  and  Caucasians.  Epidemiological 
patterns  of  diseases  other  than  RF  often  resemble  the  patterns  in 
North  America  and  Asia  reflecting  Hawaii’s  geographical  loca- 
tion between  those  two  land  masses,  as  well  as  Hawaii’s  genetic 
blend  of  people  from  both  the  west  and  the  east  sides  of  the  Pacific 
ocean. 

Hawaii  lends  itself  to  the  study  of  epidemiology  because  its 
borders  are  clearly  defined,  making  it  easier  to  perform  popula- 
tion-based surveys  of  the  occurrence  of  disease.  RF  in  Hawaii  has 
been  regularly  studied  since  the  1940s‘^  -\  The  purpose  of  our 
report  is  to  describe  the  most  recent  survey  of  ARF  from  1984  to 
1 988  and  to  present  our  overall  experience  with  ARF  over  a 20 
year  period  from  1966  to  1974  and  1976  to  1988. 

Methods 

The  case  records  of  children  4 through  1 8 years  of  age  who 
were  hospitalized  October  1984  through  September  1988  for 
ARF  in  all  1 0 hospitals  on  the  island  of  Oahu  (City  and  County  of 
Honolulu ) were  reviewed.  The  diagnosis  of  ARF  was  based  on  the 
revised  Jones  criteria-’'.  Non-hospitalized  children  and  those  not 
residing  on  Oahu  were  not  included  in  this  study. 

The  Hawaii  State  Department  of  Health  Research  and  Sta- 
tistics Office  provided  1986  estimates  of  the  population  of  Oahu 
children  4 through  1 8 years  of  age.  This  was  divided  into  8 major 
ethnic  groups:  Caucasian,  Japanese,  Chinese,  Filipino,  Hawaiian/ 
part-Hawaiian,  Samoan,  Black  and  others.  Samoans  were  defined 
as  children  with  100%  Samoan  ancestry.  Tongan  children,  chil- 
dren with  mixed  ethnicity,  other  Pacific  island  children  were 
included  in  the  “other”  category.  This  group  was  composed 
mostly  of  those  with  mixed  ethnicity.  Due  to  the  heterogenous 
ethnicity  in  Hawaii,  this  group  did  not  have  any  single  dominant 
ethnic  population.  Hawaiians  and  part-Hawaiians  were  grouped 
together. 

The  data  collected  from  1984  to  1988  were  compared  with 
similar  data  collected  in  3 previous  studies  done  on  Oahu  which 
examined  groups  studied  in  1966  to  1974^-,  1976  to  1980'^  and 
1980  to  1984'''.  Although  the  latter  2 studies  included  children 
with  first  attack  as  well  as  recurrent  ARF,  the  1 966  to  1 974  study 
examined  children  only  with  first  attack  ARF. 

Results:  1984  to  1988 

Seventy-five  children  with  ARF  were  identified  in  the  study 
hospitals  during  the  4-year  period.  In  each  of  those  12-month 
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Table  1.  Age  and  Sex  Distribution  of  ARF  Patients. 

GROUPS 

10/84-/88 

10/80-9/84 

10/76-9/80 

OVERALL 

4 -5  years 

2 (3%) 

4 

(4%) 

5 

(5%) 

114  (4%) 

6-11  years 

38  (51%) 

43 

(44%) 

52 

(50%) 

1 33  (48%) 

12-15  years 

2 (39%) 

34 

(35%) 

35 

(34%) 

98  (35%) 

16-18  years 

6 (8%) 

17 

(17%) 

12 

(12%) 

35  (13%) 

Males 

4 (65%) 

59 

(60%) 

53 

(51%) 

161  (58%) 

Females 

26  (35%) 

39 

(40%) 

51 

(49%) 

1 1 6 (42%) 

Total 

75 

98 

104 

277 

Table  2.  Month  of  onset  of  ARF 

MONTHS 

10/84-9/88 

10/80-9/84 

10/76-9/80 

OVERALL 

January 

4 (5%) 

7 (7%) 

13  (13%) 

24 

February 

5 (7%) 

8 (8%) 

8 (8%) 

21 

March 

2 (3%) 

4 (4%) 

8 (8%) 

14 

April 

8 (11%) 

14  (14%) 

6 (6%) 

25 

May 

6 (8%) 

3 (3%) 

2 (2%) 

11 

June 

4 (5%) 

6 (6%) 

2 (2%) 

12 

July 

2 (3%) 

4 (4%) 

5 (5%) 

11 

August 

8 (11%) 

10  (10%) 

13  (13%) 

31 

September 

12  (16  %) 

16  (16%) 

7 (7%) 

35 

October 

9 (12%) 

9 (9%) 

17  (16%) 

35 

November 

6 (8%) 

10  (10%) 

9 (9%) 

25 

December 

9 (12%) 

7 (7%) 

14  (13%) 

30 

periods  there  were  respeelively,  10,  II,  24,  and  30  hospi- 
talized ehildren  with  ARF.  The  1986  Oahu  population  for 
the  age  groups  from  4 through  18  years  of  age  was 
1 97, 1 74,  so  that  the  average  annual  incidence  was  9.5  per 
100,000  children.  The  annual  incidence  for  first  attacks 
was  7.9  per  100,000  children  (62  cases)  and  that  for 
recurrent  acute  attacks  was  1 .6  per  100,000  children  (13 
cases).  At  the  time  of  the  recurrent  acute  attack,  none  of  the 
children  had  been  on  antimicrobial  prophylaxis 

The  age  and  sex  distribution  is  shown  in  Table  I . The 
majority  of  the  cases  occurred  in  the  6 through  1 5 year-old 
age  group.  Sixty-five  percent  were  boys  and  35%  were 
girls.  The  monthly  distribution  in  the  1984  to  1988  study 
period  and  during  the  study  period  1 976  to  1 984  is  shown 
in  Table  2.  Most  of  these  ca.ses  occuired  between  the 
months  of  August  and  December. 

The  overall  incidence  of  RF  and  carditis  is  broken 
down  by  ethnicity  in  Table  3.  Hawaiians/part-Hawaiians 
and  Samoans  (Polynesians)  had  the  highest  incidence, 
accounting  for  72%  of  the  cases.  As  compared  to  Cauca- 
sian children,  Flawaiian/part-Hawaiian  children  were  3 
times  and  the  Samoan  children  were  56  times  more  likely 
to  have  ARF.  There  were  no  Blacks  with  ARF  during  the 
study  period. 

Carditis  occurred  in  24  children  ( 32% ).  Although  the 
numbers  are  small,  one  can  say  that  the  Polynesian  chil- 
dren were  84  times  (relative  risk  84  compared  to  the 
incidence  rate  of  non-Polynesians)  more  likely  to  develop 
carditis.  Of  the  children  with  carditis,  2 had  Sydenham’s 
chorea  and  8 had  recurrent  attacks  of  ARF.  Mitral  insuffi- 
ciency (MI)  occurred  in  21  children  (88%)  (13  children 
had  Ml  alone).  Combined  mitral  and  aortic  insufficiency 
(AI)  occurred  in  8 children  (33%),  and  isolated  AI  oc- 
cuned  in  2 children  (8%).  Congestive  heart  failure  was 
present  in  10  children  (42%).  Pericarditis  occurred  in  4 
children  ( 1 7%).  One  child  had  third-degree  atrioventricu- 
lar block  (AVB)  along  with  Ml,  AI,  and  congestive  heart 
failure. 


Table  3.  Rheumatic  fever  and  carditis  in  children  4 through  18  years  of  age  on  Oahu, 
Hawaii,  by  Ethnicity,  1984  to  1988.  Population  figures  are  for  nonmilitary  population. 

RHEUTMATIC  FEVER 

CARDITIS 

Ethnic 

Population 

Groups 

Number 

Pet 

# of  Cases 

Incidence* 

Relative  Risk** 

# of  Cases 

Incidence 

Caucasian 

36,125 

18.3 

5 

3.5 

1.0 

0 

0 

Japanese 

28,829 

14.6 

0 

0 

0 

0 

0 

Chinese 

7,062 

3.6 

0 

0 

0 - 

0 

0 

Filipino 

Hawaiian/ 

21,813 

11.1 

3 

3.4 

1.0 

0 

0 

part  Hawaiian 

49,113 

24.9 

23 

11.7 

3.4 

6 

3.1 

Samoan 

3,981 

2.0 

31 

195.0 

56 

13 

82 

Black 

9,067 

4.6 

0 

0 

0 

0 

0 

Other 

41,184 

20.9 

13 

7.9 

2.3 

5 

3.0 

Total 

197,174 

75 

9.5 

24 

3.0 

i Continued)  >• 


* Incidence  is  the  rate  per  100,000  population  per  year. 

**  Relative  risk  uses  the  Caucasion  group  as  the  denominator. 
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Of  the  other  major  manifestations,  polyarthritis  occurred  in 
63  cases  (84%),  chorea  occurred  in  5 (7%)  and  erythema 
marginatum  occurred  in  2.  There  were  no  cases  with  subcutane- 
ous nodules  during  this  period.  Polyarthritis  and  carditis  occurred 
together  in  Meases.  Polyarthritis  and  chorea  occurred  together  in 

1 case.  As  stated  above,  chorea  and  carditis  occurred  together  in 

2 cases. 

First  degree  AVB  was  present  in  22  out  of  69  children  based 
on  the  electrocardiogram  (32%).  Fever  was  present  in  41  children 
(55%).  Arthralgia  was  reported  in  50  children  (67%).  Arthralgia 
was  noted  to  be  polyarthritic;  additional  minor  criteria  were  used 
to  fulfill  the  Jones  criteria  in  these  instances. 

[It  is  to  be  noted  that  32  of  the  75  children  (43%)  had  no 
medical  insurance  and  3 (4%)  had  Medicaid  coverage.  Of  the  35 
patients  on  Medicaid,  or  who  had  no  medical  insurance,  29  ( 83%) 
were  Polynesian.  Polynesians  without  insurance  had  a higher 
incidence  of  ARF  than  the  Polynesians  with  insurance.] 

Results:  1966  to  1988 

During  the  20-year  period  1966  to  1974  and  1976  to  1988, 
539  hospitalized  cases  of  ARF  in  children  were  observed  on 
Oahu.  Although  the  total  number  of  new  cases  of  ARF  is  declining 
on  Oahu,  the  incidence  pattern  differs  from  that  of  the  continental 
US. 

The  numberof  ARF  cases  identified  during  1966  to  1974  was 
262,  which  is  approximately  29  cases  per  year’f  A similar  trend 
continued  in  1976to  198()(  104cases)and  198()to  1984(98  cases) 
when  approximately  26  and  25  cases  respectively  occuiTed 
annually'^  'f  Our  survey,  on  the  other  hand,  in  1984  to  1988, 
showed  a decreased  number  of  cases,  a total  of  75,  which  is  19 
cases  per  year.  Fig.  1 describes  the  number  of  ARF  cases  over  the 
20-year  study  period  among  the  different  ethnic  groups. 

During  the  period  from  1 966  to  1 974,  only  children  with  first 
attack  ARF  were  considered.  The  annual  incidence  was  1 1 .8 
hospitalized  cases  per  100,000  children-f  During  the  1976  to 
1 980'®  and  1 980  to  1 984'^  periods,  the  first  attack  rates  were  1 2.5 
and  10.9  hospitalized  cases  per  100,000  children,  respectively. 
Samoans  were  not  categorized  separately  in  the  1966  to  1974 
period.  They  were  included  in  the  “other”  group  during  this 
period. 

The  overall  annual  incidence  of  ARF  for  both  first-attack  and 
recuiTent  acute  attacks  was  14.4  and  13.4  hospitalized  cases  per 
100,000  children  during  the  1976  to  1980'®  and  1980  to  1984'" 
periods,  respectively.  Fig.  2 shows  the  incidence  among  the 
ethnic  groups  during  each  of  the  two  study  periods  covering  1 976 
to  1 988.  Samoan  children  had  an  average  annual  incidence  of  166 
per  1 00,000  and  Hawaiian/part-Hawaiian  children  had  an  average 
annual  incidence  of  19  per  100,000.  This  compares  well  with 
Caucasian  children  who  had  an  annual  incidence  of  5 per  1 00,000. 
The  incidence  trends  show  a low  baseline  rate  for  Japanese  and 
Chinese  children,  a low  declining  rate  for  Caucasian  and  Filipino 
children,  a higher  but  declining  rate  for  Hawaiian/part-Hawaiian 
children,  and  a persistently  high  rate  in  Samoan  children. 

Discussion 

The  incidence  of  rheumatic  fever  had  been  declining  in  the 
continental  United  States.  Articles  describing  this  decline  ap- 
peared in  literature  as  late  as  1985'  --f  More  recent  reports  have 
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described  a sudden  resurgence  of  rheumatic  fever®  '®  '-  '®. 

The  reasons  for  the  dramatic  decline  in  the  incidence  of  acute 
rheumatic  fever  in  the  United  States  and  other  highly  developed 
countries  have  never  been  clearly  established-®.  The  associations 
between  it  and  poverty,  living  standards,  socioeconomic  status, 
nutrition,  hygiene,  access  to  medical  care,  antibiotics,  degree  of 
crowding  in  households  and  genetics  have  all  been  implicated. 
Another  factor  contributing  to  first  the  decline  and  then  to  its 
resurgence  has  been  the  changes  in  the  biologic  properties  and 
clinical  virulence  of  prevalent  streptococcal  strains,  particularly 
M-serotypes  (types  1,  3,  5,  6,  14,  18,  19,  24)  which  have  been 
implicated  as  markers  of  rheumatogenicity.  These  are  highly 
virulent  and  strongly  associated  with  ARF"®. 

The  incidence  of  RF  in  Honolulu  was  constant  during  1966 
to  1 984  and  then  declined  during  1 984  to  1986,  with  a subsequent 
rise  in  1 987  and  1988.  The  high  percentage  of  Asian  and  Polynesian 
children  in  Hawaii  makes  the  ethnic  composition  of  our  popula- 
tion very  different  from  that  in  other  states.  However,  in  observing 
the  trend  in  the  Caucasian  group  alone,  a significant  rise  in 
incidence  among  this  group  has  not  been  observed.  Besides  that, 
the  trends  in  the  Asian  and  Hawaiian/part-Hawaiian  groups  have 
been  consistently  downward. 

It  is  clear  that  our  data  indicate  that  the  incidence  in  Hawaiians/ 
part-Hawaiians  and  in  Samoans  is  many  times  higher  than  in  other 
ethnic  groups.  Although  the  absolute  incidence  and  the  incidence 
in  Hawaiian/part-Hawaiians  are  both  declining,  the  reason  for  the 
opposite  trend  for  the  incidence  of  Samoans  is  unclear.  The  rate 
is  detemrined  by  comparing  the  absolute  incidence  with  the  total 
Samoan  population  of  this  age  group.  The  absolute  incidence 
among  Samoans  appears  to  be  roughly  the  same  in  1980  to  1988. 

The  reasons  for  these  ethnic  differences  have  been  discussed 
in  previous  reports'®'".  Newer  data  attempting  to  further  clarify 
this  issue  have  not  been  forthcoming,  as  yet. 

Utah  described  the  ethnic  breakdown  of  its  RF  patients  as 
94%  Caucasian,  4%  Pacific  Islander,  1%  Hispanic,  and  1%  Asian; 
this  was  similar  to  the  percentages  of  its  general  population®".  The 
Pennsylvania  cohort  of  RF  patients  during  1985  to  1986  was  94% 
Caucasian;  this  was  an  increase  from  8 1 % Caucasian  in  the  1 965 
to  1 974  period.  The  frequency  of  Blacks  in  this  cohort  decreased 
from  1 5%  to  0%  during  the  same  time  period®.  The  cohort  of  RF 
patients  in  Columbus,  Ohio,  was  90%  Caucasian  and  10%  Black 
in  a community  composed  of  80%  Caucasians  and  20%  Blacks*. 
The  RF  cohort  reported  from  Akron,  Ohio,  was  96%  Caucasian'®. 
These  recent  series  of  RF  patients  suggest  that  Caucasians  are 
more  frequently  affected  than  other  ethnic  groups.  (This  trend  has 
not  been  observed  on  Oahu.) 

A series  of  1 1 0 RF  patients  seen  over  a period  of  20  years  in 
New  York  City  noted  a shift  in  ethnic  distribution  with  an  increase 
in  Hispanics  and  a decrease  in  Blacks  which  paralleled  the  ethnic 
distribution  of  the  population  seen  in  their  outpatient  clinic'".  The 
series  of  cases  in  Tennessee  had  demographic  characteristics 
similar  to  the  demographics  of  the  population  in  general  served  by 
the  study  center,  which  included  an  urban,  low-income  group  of 
large  families'®.  These  ethnic  comparisons  do  not  indicate  a 
consistent  pattern  across  the  country  as  a whole. 

In  a national  survey  of  medical  centers  across  the  U.S. 
mainland,  5,019  cases  of  RF  were  identified  during  the  4-year 
period  from  1984  to  1987.  More  than  50%  had  heart  involvement. 

(Continued  on  page  210)  >■ 
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By  examining  the  change  in  incidence  of  RF  during  this  period  in 
different  regions  of  the  U.S.  investigators  were  unable  to  demon- 
strate any  significant  nationwide  trend  in  RF.  The  survey  sug- 
gested regional  increases  which  were  not  present  in  all  areas  of  the 
U.S.*'. 

The  epidemiology  of  RF  on  Oahu  appears  to  have  an  incidence 
pattern  of  its  own.  These  data  add  support  to  the  conclusion  that 
recent  increases  in  RF  are  regional  rather  than  universal. 

Cases  of  rheumatic  fever  occurred  less  commonly  during  the 
months  of  May,  June,  and  July  in  our  series.  Utah  noted  a peak 
incidence  in  March  and  ApriF.  The  series  in  Columbus  noted  a 
higher  frequency  in  March  through  Augusf . 

Carditis  occurred  in  78%  and  chorea  occurred  in  28%  of  the 
Utah  cohort.  This  cohort  also  noted  carditis  and  polyarthritis 
together  in  44%,  carditis  and  chorea  together  in  1 4%,  and  carditis, 
chorea,  and  polyarthritis  together  in  6%F  In  the  Pennsylvania 
cohort,  carditis  occurred  in  59%,  carditis  and  polyarthritis  in  45%, 
and  carditis  and  chorea  in  1 7%F  In  the  Columbus  cohort  50%  had 
carditis,  18%  had  chorea,  and  65%  had  polyarthritis*.  Carditis 
occuiTed  in  30%  and  chorea  occurred  in  9%  of  the  Akron  cohort'^ 
The  series  from  Tennessee  reported  carditis  in  75%  and  chorea  in 
29%  'f  The  New  York  cohort  noted  5 1 % with  carditis  and  4%  with 
chorea'^.  The  low  frequency  of  chorea  in  the  New  York  series  was 
attributed  to  the  practice  of  some  neurologists  to  follow  chorea  in 
an  outpatient  setting'^. 

The  frequency  of  chorea  and  carditis  in  most  of  the  Mainland 
cohorts  is  much  higher  than  that  observed  in  our  Oahu  cohorts.  It 
is  possible  that  the  frequency  of  carditis  may  be  underestimated  in 
our  cohort  during  this  time  period  because  ol  the  limited  use  ot 
Doppler  echocardiography.  However,  it  is  unlikely  that  this  alone 
could  account  for  such  a large  difference.  It  is  unlikely  that  the 
frequency  of  chorea  could  be  underestimated,  because  it  is  quite 
a dramatic  presentation.  An  alternative  explanation  might  be  that 
in  other  communities,  hospitalization  of  RF  patients  with 
polyarthritis  alone  is  not  a standard  practice.  Bedrest  and  salicy- 
late therapy  can  reasonably  be  administered  to  an  outpatient;  of  23 
patients  with  acute  RF  during  1986  in  the  Akron  series,  only  14 
were  hospitalized'^. 

If  treatment  of  these  RF  patients  is  done  as  an  outpatient,  then 
studies  examining  the  frequency  ot  RF  among  hospitalized  cohorts 
will  not  identify  these  patients.  Patients  with  polyarthritis  alone 
are  less  likely  to  warrant  hospitalization  than  patients  with  carditis 
and  chorea.  On  Oahu  in  general,  all  children  with  RF  are  hospi- 
talized, even  if  polyarthritis  is  the  only  criterion  apparent. 

It  is  possible  that  in  the  above-mentioned  Mainland  series, 
researchers  have  failed  to  identify  a signilicant  portion  of  children 
with  RF  presenting  with  polyarthritis  alone.  Outpatient  treatment 
with  salicylates  or  nonsteroidal  anti-inllammatory  drugs  for  what 
might  have  been  identified  as  joint  pain  due  to  trauma  or  other 
forms  of  reactive  arthritis  may  have  prevented  the  identification 
of  these  patients  as  having  of  RF  that  required  hospitalization.  The 
period  of  time  during  which  RF  was  almost  nonexistent  in  many 
areas  may  have  been  the  result  of  failure  on  the  part  of  clinicians 
to  consider  this  diagnosis  in  a patient  with  joint  pain  alone.  Among 
pediatricians  in  Honolulu,  this  is  less  likely  to  occur  since  RF  has 
never  really  disappeared  from  Hawaii. 

One  recent  article  described  the  identification  of  caiditis  by 
means  of  Doppler  echocardiography  in  patients  who  clinically 


appeared  to  have  chorea  without  carditisf  Echocardiograms  were 
done  on  36  patients  in  our  cohort.  Echocardiograms  identified 
carditis  in  17  cases.  Seven  patients  with  carditis  did  not  have 
echocardiograms  done.  Of  the  5 patients  with  chorea,  2 had 
echocardiograms  done;  one  was  negative  and  one  had  identifiable 
carditis.  We  did  not  record  whether  the  diagnosis  of  carditis  had 
been  identified  clinically  prior  to  the  echocardiogram. 

On  examining  the  trend  of  carditis  from  1976  to  1988,  the 
frequency  of  carditis  continued  to  decrease.  Echocardiography 
was  performed  only  infrequently  prior  to  1 984  in  our  cohort.  This 
suggests  that  the  routine  use  of  echocardiography  has  not  signifi- 
cantly increased  diagnostic  identification  of  carditis  in  RE  patients 
in  this  cohort.  However,  in  other  cohorts  where  the  frequency  of 
carditis  is  higher,  routine  Doppler  echocardiograms  may  be  of 
value  in  identifying  occult  valvulitis. 

Seventeen  percent  of  the  1984  to  1988  Oahu  RF  cases  were 
due  to  recurrent  RF.  The  frequency  of  recurrent  cases  was  19%  in 
the  1980  to  1984  series'^  and  13%  in  the  1976  to  1980  series'®  on 
Oahu.  None  of  the  patients  in  the  1984  to  1988  and  the  1980  to 
1984  Oahu  RF  series  with  recurrent  RF  was  on  antibiotic  prophy- 
laxis at  the  time  of  recurrence'®'^  A 1 0%  recumence  rate  was  noted 
in  the  New  York  series.  Ten  of  those  1 1 recurrences  took  place  in 
patients  who  were  not  on  antibiotic  prophylaxis  at  the  time  of 
recurrence'-.  This  suggests  that  recurrence  of  RF  can  be  effec- 
tively prevented  if  compliance  with  antibiotic  prophylaxis  is 
continued. 

A program  established  by  the  Hawaii  State  Department  of 
Health  using  public  health  nurses,  clinic  nurses,  and  pediatric 
cardiologists  to  follow  children  with  RF  until  they  become  adults 
helps  to  enforce  compliance.  Despite  this  program,  the  frequency 
of  recurrence  is  still  significant,  although  only  among  patients  not 
on  antibiotic  prophylaxis.  The  island  community  of  Oahu  has 
clearly  defined  borders  and  has  a relatively  less  mobile  popula- 
tion. However,  in  other  regions  where  similar  programs  to  enforce 
compliance  with  antibiotic  prophylaxis  exist,  keeping  track  of  RF 
patients  would  be  significantly  more  difficult,  considering  that 
there  are  no  barriers  there  to  unrestricted  mobility. 

Summary 

The  total  incidence  of  RF  on  Oahu  has  remained  fairly 
constant.  The  incidence  among  all  ethnic  groups  has  decreased, 
with  the  exception  of  the  Samoans.  Polynesians  have  the  highest 
incidence  in  all  of  the  studies  examining  RF  in  Hawaii.  The  ethnic 
changes  and  incidence  trends  of  RF  in  areas  of  the  U.S.  mainland 
described  in  the  literature  have  not  been  duplicated  in  Hawaii.  The 
lower  frequency  of  carditis  and  chorea  among  RF  patients  on 
Oahu  is  not  easily  explained.  Despite  its  nearly  vanishing  from 
areas  of  the  Mainland  in  the  recent  past,  RF  has  never  disappeared 
from  Hawaii.  Theories  attempting  to  account  for  the  fluctuation  in 
the  frequency  of  RF  must  also  explain  the  lack  of  such  fluctuation 
in  Hawaii,  in  order  to  be  valid. 
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Number  of  Cases  (539)  of  Acute  Rheumatic  Fever  1966  - 1988 
during  four  study  periods. 
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. . . a philosophical  outlook 


Health  Matters:  Social,  economic  and 
philosophical  aspects  of  health  care 


David  J Elpern  MD* * 

Introductory  remarks 

I would  have  liked  to  welcome  all  of  you  to  “Health  Matters,” 
a 4-day  conference  devoted  to  the  examination  of  some  ethical, 
social,  economic  and  philosophical  aspects  of  health  care. 

I have  been  a medical  practitioner  for  about  20  years  now  — 
most  of  them  spent  right  here  on  Kauai.  Many  times  each  day  in 
my  office  I feel  like  a hypocrite.  A major  reason  is  because  my 
patients  are  conditioned  to  expect  a quick  fix,  drug,  procedure  or 
test,  while  in  reality  they  have  problems  that  cannot  be  cured  or 
disorders  which  our  medical  model  cannot  handle. 

Don’t  get  me  wrong.  There  are  phenomenal  things  we  can  do 
for  people  and  to  people.  The  technical  component  is  wondrous. 
As  a dermatologist,  I am  honored  to  be  able  to  prescribe  Accutane 
for  patients  with  severe  cystic  acne.  The  ophthalmologist  is 
fortunate  to  have  the  skills  to  implant  lenses,  the  orthopedist  to 
replace  hips,  the  pediatric  oncologist  to  cure  childhood  leukemia; 
and  the  list  goes  on  and  on.  These  are  great  services  to  humanity. 

Medically,  the.se  are  the  best  of  times;  but  in  some  important 
ways  they  are  also  the  worst  of  times.  This  is  because  health  care 
is  about  much  more  than  just  procedures  and  dings  and  the  selling 
of  products.  Only  a small  percentage  of  our  patients  really  need  the 
technical  component.  Franz  Ingelfinger,  an  erstwhile  editor  of  the 
New  England  Journal  of  Medicine,  estimated  that  80%  of  the 
people  who  enter  a physician’s  door  will  do  quite  well  with 
reassurance  alone.  The  great  majority  of  people  who  present 
themselves  to  doctors  will  not  benefit  from  the  MRl,  the  organ 
transplant,  the  powerful  designer  dmg.  Most  just  need  a place  to 
talk,  someone  to  listen  attentively;  not  someone  to  talk  at  diem, or 
worse  yet,  someone  to  do  something  to  them.  Andre  Dubus,  an 
author,  put  it  very  well  when  he  wrote,  “There  was  a time  when 
I believed  1 could  help  people  by  talking  to  them.  I became  a 
confidant,  and  I listened  and  talked  a lot  and  never  helped  anyone 
at  all.  So  now  if  someone  comes  to  me,  I offer  what  I know  I can 
give:  the  friendship  of  a listening  face.” 

This  has  become  scripture  for  me.  So  here  I am,  a physician, 
a medical  doctor  (someone  said:  MD  stands  for  Medical  Deity), 
opening  this  convocation.  A bit  pompous,  because  this  program 
is  also  for  nurses,  social  workers,  psychologists,  all  other  allied 
health  professionals,  and,  importantly,  the  public.  I am  not  tbe 
captain  of  this  ship.  We  are  all  passengers  here,  fellow  travelers, 
gathered  to  listen  to  some  “experts”,  to  learn  and  to  share  our 
experiences. 

This  program  was  a joint  effort  of  a number  of  individuals: 
Jan  CaiTnichael,  from  the  Kauai  Rural  Health  Program,  put  in  long 
hours  in  the  planning  stage  and  worked  tirelessly  on  the  nursing 
accreditation.  Carol  Rice,  self-effacingly,  from  the  Kauai  Depart- 
ment of  Health,  was  at  Jan  ’ s side  the  whole  time  .Vicki  Shambaugh, 
from  the  Pacific  Health  Research  Institute,  was  involved  with  the 


This  article  was  mistakenly  omitted  from  the 
July  1992  issue  of  the  Journal.  /Ed. 

* The  Kauai  Foundation  for  Continuing  Education,  Kalaheo,  Hawaii 
"Health  Matters”  Presented  at  a conference  on  Kauai.  August  23.  1991. 


project  since  the  early  stages.  She  has  been  an  important  liaison 
with  the  Hawaii  Medical  Association  and  the  University  of 
Hawaii. 

Some  of  “Health  Matters”  emanated  from  my  acute  “dis- 
ease” with  my  role  as  a high-priest  of  medical  science.  Recently, 
I have  started  to  recognize  that  nurses  are  the  real  care-givers  in  our 
health  care  system  (it  look  me  a long  time  to  see  the  obvious). 
When  will  we,  as  physicians,  start  to  share  our  largess  with  them? 

A few  years  ago,  I began  to  appreciate  just  how  often  I was 
selling  procedures,  drugs,  examinations  to  my  patients.  This  is 
most  often  accomplished  by  scaring  the  public.  Our  medical 
organizations,  as  well  as  the  media,  the  pharmaceutical  industry 
and  other  groups  who  stand  to  gain  from  all  of  this,  fuel  the  fire. 
Health  care  is  an  industry — a business,  the  MEDICAL-INDUS- 
TRIAL COMPLEX.  From  these  thoughts  the  program  for  the  first 
day  evolved.  The  title  of  our  first  speaker  Arthur  Barsky,  MD’s 
book  says  it  all:  Worried  Sick:  Our  Troubled  Quest  for  Wellness. 
In  the  morning,  we  will  cover  that,  as  well  as  Practicing  Pre- 
vention, a subject  which  Marc  LaForce  MD  has  admirably  ad- 
dressed in  his  work  and  writings. 

In  the  afternoon,  we  added  a workshop  entitled,  “A  Culturally 
Sensitive  Approach  to  Hawaiian  Health  Care.”  This  is  the  brain- 
child of  Jan  and  Rick  Camiichael  (Rick  is  the  Director  of  the 
Nursing  Program  at  Kauai  Community  College).  Our  speakers, 
Lynette  and  Richard  Paglinawan,  and  Rev  Moses  Keale  are  well 
qualified  to  address  this  subject. 

That  first  evening  in  Lihue,  we  co-sponsored  a lecture:  “Star 
Wars  vs  Peace”  by  Victor  Sidel  MD.  Dr  Sidel  was  a co-founder  of 
Physicians  for  Social  Responsibility  30  years  ago.  He  graciously 
agreed  to  address  this  subject  for  Kauai’s  public  and  our  regis- 
trants. Some  of  you  may  not  be  aware  that  our  paradisical  bit  of  the 
fimiament  has  been  selected  by  the  military  as  a site  for  a 
sophisticated  offensive  missile  system.  This  multibillion  dollar 
project  may  be  thrust  upon  Kauai.  However,  a courageous  local 
group.  Responsible  Citizens  for  Responsible  Government,  has 
challenged  the  military  on  its  decision  and  may  help  rescue  our 
island. 

The  defense  industi’y  has  great  parallels  with  the  health  care 
industry.  Here,  too,  the  public — in  this  case,  taxpayers — are 
frightened  into  approving  monstrously  large  expenditures  for 
weapons  systems  by  those  who  benefit  directly  from  them:  the 
military,  the  arms  manufacturers  and  other  special  interest  groups. 
The  current  crisis  in  the  Soviet  Union  is  undoubtedly  welcomed  by 
these  groups.  Victor  Sidel  will  comment  on  this  situation.  We’ll 
find  out  if  he  agrees  with  England’s  former  Prime  Minister 
Churchill  who  said  in  1 939,  “I  cannot  forecast  to  you  the  action  of 
Russia.  It  is  a riddle  wrapped  in  a mystery  inside  an  enigma.” 

The  second  day  we  will  consider  issues  of  quality,  cost,  outcome 
and  appropriateness  of  care.  Fred  Gilbert  MD  and  Vicki  Shambaugh 
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MPH  I'lDin  the  Pacific  Hcallh  Reseaivh  liisliliite  have  been  the  leaders 
in  this  field  in  inirstate  tbrtiiiite  some  lime.  They  orchesti  ated  this  day. 

Medieal  ciuv  consumes  over  $630  billion  per  yeiu'  in  the  U.vS. 
How  much  of  this  ciuv  is  really  necessiiry?  Medicine  is  about  being  a 
helper,  not  tlie  stuff  of  business.  Osier  .said,  ‘The  pracliee  of  medicine 
is  an  iu1,  not  a tiiide;  a calling,  not  a business. . . Often  the  best  part  of 
ly  lour  work  v\  ill  have  nothing  to  do  with  potion  or  powders.”  Is  tliis 
Une  tixlay'.’  . . . .lackie  Kosecoff  PhD  luid  Robert  Brook  MD  aie 
singukuly  well  qualified  to  address  the  subject  of  Just  what  it  is  in  the 
medical  lumamentarium  that  is  essential. 

Day  3,  a Sunday,  will  be  appropriately  devoted  to  kxiking  at  the 
spiritual  imd  social  aspects  of  health  cai'e.  The  Rev  David  Turner, 
pastor  of  tlie  Kapaa  LInited  Church  of  Christ,  will  stait  this  day  at  7: 1 5 
imi  with  a non-denomi national  seiwice  here  at  the  Waiohai  on  the 
grassy  area  in  front  of  tlie  Teirace  Restaurant.  Mitsuo  Aoki  PhD, 
Pmfes^oT  EiJientits,  Department  of  Religion  at  UH,  Vic  Sidel  MD  and 
Reed  Tuckson  MD,  Piesident  of  Drew  College  in  LA,  will  follow  in 
the  morning  session  raid  consider  some  important,  non-technical 
aspects  of  healers  and  healing.  This  will  be  a mind-exptuiding  session. 

On  Monday,  the  final  day,  the  subject  of  women  in  health  care  will 
be  addressed.  Medicine  is  a paternalistic,  male-dominated  profession. 
Y et,  caring  is  a maternal  quality.  I have  learned  more  about  care-giving 
from  nurses  (most  of  whom  are  women)  than  from  the  scientists  who 
fomied  me  as  a physician.  Maybe  the  next  generations  of  doctors  will 
be  selected  in  a new  mode. 

Ruth  Sidel  PhD,  ProfessorofSociology  at  HunterCollege  in  New 
York,  Leonard  Stein  MD,  Professor  of  Psychiatry  at  Wisconsin  and 


Hob  Osterlund  RN  MS  at  Queen’s  Medical  Center  will  address  this 
compelling  subject. 'fhis.session  would  not  have  been  possible  without 
the  help  of  Jan  and  Rick  Camiichael. 

The  sunrises  and  sunsets  have  been  great  recently  and  the  moon 
will  be  full.  To  paraphra.se  Matthew  Arnold:  “The  moon  lies  fair  upon 
the  sea  tonight,  glimmering  raid  vast  out  in  the  tranquil  bay.”  Do  not 
miss  it.  Being  here  should  be  much  more  than  just  being  a .student. 
Getting  to  know  and  appreciate  Kauai  will  help  to  put  it  all  into 
perspective.  As  a colleague  of  mine  said  to  me:  “How  many  would 
have  come  if  this  were  in  Tulsa?” 

It  is  a great  pleasure  to  have  all  of  you  here.  Thank  you  so  much 
for  coming.  1 am  confident  that  all  of  you  will  learn  much  of  value  here. 
Get  to  know  one  anotlier.  This  will  be  a great  time  to  exchange 
infomiation  and  experiences. 

“Health  Matters”  didn’t  just  happen.  There  was  a lot  of  planning, 
and  there  were  expenses  to  meet.  Most  programs  such  as  this  are 
heavily  underwritten  by  special  interest  gi'oups,  pharmaceutical  houses, 
professional  organizations,  manufacturers  of  equipment.  None  of 
these  were  asked  to  sponsor  this  program. 

We  were  fortunate  to  receive  some  financial  support  from  The 
Kauai  Rural  Health  Program,  the  County  of  Kauai,  Island  Care  Health 
Plan,  Wilcox  Hospital  and  The  Queen’s  Medical  Center.  Even  with  all 
of  this,  we  have  not  covered  all  of  our  costs.  I encourage  our  Kauai 
registrants  who  can  afford  it  to  contribute  small  amounts  to  our 
Foundation.  Your  help  will  enable  us  to  meet  our  expenses  and  host 
similar  programs  in  the  future. 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONALS 
TOLL  FREE 
1-800-423-USAF 


PENSION 

HEADACHES? 


GET  THE  CURE... 

Are  pension  details  giving  you  a headache?  Call  HICKS  and  get  the  cure.  As  third  Party 
administrators  of  qualified  retirement  plans,  HICKS  offers  complete  support  to  accountants  with 
consulting,  documentation  and  administration  for  their  clients. 


Clients  of  HICKS  enjoy  complete  discretion  of  trust  assets  while  never  ha  ving  to  worry  about 
compliance  issues  or  administration  duties.  With  HICKS,  all  required  Trust  Accounting, 
Participant  Allocations,  Government  Reporting  (including  IRS  form  55(X))  and  Plan  Amendments 
are  handled.  And,  with  over  21  yeiirs  of  experience  behirid  us,  accountants  enjoy  tl-.e  comfort  of 
knowing  their  clients'  plans  are  being  handled  by  the  best  in  the  business! 


So,  if  pension  headaches  are  getting  you  down,  call  HICKS  and  get  the  cure! 
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615  Piikoi  Street  • Suite  2020  • Honolulu  HI  96814  • (808)  523-0144 


LEE  TRUITT  OFFERS  THE  GREATEST  PHOTOGRAPHIC  SAFARIS  TO  AFRICA. 

CALL  FOR  FREE  MONTHLY  SLIDE  PRESENTATION,  SCHEDULE,  OR  PERSONAL  SHOWING. 
THE  ULTI/AATE  EXPERIENCE.  CALL  LEE  AT  PACIFIC-AFRICAN  CONNECTION,  524-5453. 


Special  from  the 

American 

Meiiical 

Association 


The  attached  letter  was  delivered 
to  all  Members  of  Congress  on  Friday, 
September  13,  1991.  This  letter  was 
prepared  to  once  again  positively  posi- 
tion the  AM  A on  the  AIDS  issue  in  the 
face  of  escalating  legislative  activity 
and  media  coverage  of  the  Kimberly 
Bergalis  case.  Much  of  the  legislation 
under  consideration  is  ill-advised,  and 
we  are  urging  Congress  to  let  public 
health  experts  develop  sound  policy 
based  on  science  and  risk  benefits.  This 
is  butane  of  many  continuing  battles  on 
the  AIDS  front  and  it  is  important  to 
establish  our  credibility  by  basing  our 
policy  on  science  rather  than  hysteria. 

September,  1991 

RE:  AMA  Policy  on  HIV-Infected 

Physicians 

Dear  Member  of  Congress: 

This  nation  continues  to  struggle 
with  the  unresolved  issues  surrounding 
HIV  infection  and  its  routes  of  trans- 
mission, not  all  of  which  are  clearly 
understood.  Not  surprisingly,  there  is 
widespread  fear,  sometimes  bordering 
on  hysteria,  over  the  possibility  that 
health-care  workers  conceivably,  in  the 
course  of  caring  for  patients,  could 
unknowingly  transmit  the  virus  to  their 
patients.  The  American  Medical  Asso- 
ciation shares  this  concern  along  with 
the  Centers  for  Disease  Control.  We 
are  developing  the  most  appropriate 
measures  to  prevent  this  from  hap- 
pening. 

Physicians  first  and  foremost 
should  not  do  anything  that  puts  their 
patients  at  risk  of  harm.  Unfortunately, 
despite  utilizing  the  most  expert  opin- 
ion and  knowledge  available,  neither 
organization  has  been  able  yet  to  reach 
a definitive  answer  to  all  the  questions 
being  addressed.  As  you  face  the 
challenge  of  legislatively  trying  to 
protect  the  public,  we  want  you  to  know 
exactly  the  position  of  the  American 
Medical  Association,  and  we  hope  you 
will  carefully  consider  our  concerns. 

First,  the  facts.  There  is  no  evi- 
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dence  so  far  of  transmission  of  the  HIV 
\ irus  from  a medical  doctor  to  a patient. 
Indeed,  the  evidence  is  jnst  the  reverse, 
health-care  workers  have  been  infected 
by  patients,  although  that  is  e.xtremely 
rare.  Numerous  “look  back”  studies  on 
patients  who  have  been  cared  for  by 
HIV-positive  physicians  fail  to  show 
any  evidence  of  transmission.  The 
widely  reported  case  of  the  Florida 
dentist.  Dr  Acer,  is  an  anomaly  with  no 
clear  explanation.  Nonetheless,  it  is  a 
cause  for  concern,  and  it  cannot  be 
dismissed.  Unfortunately,  the  facts  end 
here.  It  is  now  up  to  all  of  us  to  deal 
rationally  with  a potential,  but  not  a 
demonstrated,  danger. 

In  January  1991,  the  AMA  issued 
explicit  guidelines  addressing  the  issue 
of  physicians  doing  invasive  proce- 
dures during  which  the  HIV  virus  con- 
ceivably could  be  transmitted  to  pa- 
tients. In  July,  the  CDC  issued  similar 
guidelines.  The  AMA  fully  supports 
the  CDC  position  and  is  committed  to 
working  with  it  to  further  refine  the 
uncertainties  leading  to  greater  patient 
confidence  that  he  or  she  will  not  be 
exposed  to  any  danger  as  we  know  it. 
One  problem  is  the  sizable  body  of 
expert  opinion  which  maintains  that 
even  these  restraints  are  contrary  to  a 
patient’s  interests  in  the  long  run. 

There  are  now  no  protocols  for  the 
appropriate  testing  of  physicians  who 
do  exposure-prone  procedures  or  the 
enforcement  of  guidelines  once  a phy- 
sician has  been  identified  as  HIV 
positive.  Both  the  AMA  and  the  CDC 
are  in  the  process  of  developing  these 
protocols.  In  the  absence  of  any  evi- 
dence that  patients  are  being  exposed  to 
harm,  there  is  no  need  for  precipitous 
action  either  by  the  profession  or  the 
Congress.  Medical  and  public  health 
organizations  need  the  time  to  evolve  a 
patient-centered  and  scientifically  de- 
fensible policy  regarding  identification 
of  HIV-positive  physicians  and  how 
they  may  continue  to  care  for  patients. 
This  needs  to  be  done  expeditiously. 

We  are  concerned  that  the  Con- 

( Continued  on  page  221 ) >■ 
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. . . food  for  thought 


Cardiopulmonary  exercise: 

A recently  discovered  secret  of  tai  chi 

RockKTNg,  BS* 


Every’  piece  of  literature  or  book  about  tai  chi  claims  it  to 
be  the  supreme  martial  art  (soft  style)  and  a therapeutic 
exercise.  Nevertheless,  none  of  the  authors  can  describe  scien- 
tifically how  and  why  it  works.  Many  people  did  not  gain  any 
health  benefit  in  practicing  tai  chi  and  only  very’  few  people 
were  able  to  apply  its  legendary’  secret  power.  During  the  last 
10  years,  the  author  thought  he  had  discovered  the  secret  in 
Hong  Kong  and  brought  it  to  Los  Angeles.  The  secret  lies  in  the 
fundamental  movements  of  the  body,  called  tai  chi  basic  exer- 
cise routines.  The  entry  level  of  the  exercise  has  many  similarities 
with  medical  treatments  for  respiratory'  illness'-  - and  with 
walking  exercise — the  most  recommended  aerobic  exercise  for 
coronary’  artery-  disease^-*- 

Method 

The  exercise  consists  of  4 phases:  Posture,  swingingelbows, 
breathing  and,  again,  swinging  elbows. 

I .  Posture 
A.  Alignment 

In  a normal  standing  position,  the  muscles  of  the  body  are 
always  in  tension,  aiding  in  balancing  the  body’s  weight.  This 
tension  increases  oxygen  consumption  and  decreases  cardiac 
output. 

The  body  can  be  considered  to  be  in  3 layers,  one  on  top  of 
the  other.  The  middle  layer  is  the  pelvis;  above  and  below  are 
the  top  and  bottom  layers  respectively.  The  composite  center  of 
gravity  should  be  in  the  midline  of  the  body  and  also  at  the 
center  of  Ihe  pelvis. 

This  composite  center  of  gravity  in  the  middle  layer  should 
be  supported  evenly  by  both  heels. 

This  position  is  called  ’’neutral”  which  obviously  keeps 
oxygen  consumption  and  work  load  of  the  heart  at  a base  level. 

B.  Dropping  the  shoulders 

Both  arms  should  hang  freely  from  the  shoulders,  slight 
downward  force  at  the  elbows  should  pull  down  the  shoulders. 
This  movement  is  called  “sinking  elbows,”  and  it  can  be  done 
only  when  “neutral”  is  achieved,  ie  the  whole  arm  is  Poppy. 

The  rib  cage  consequently  is  lowered  and  locked.  This 
“tightens”  or  controls  the  central  nervous  system®  It  also 
forces  one  to  concentrate  on  breathing  with  the  diaphragm 
muscle.  The  other  muscles  in  the  body,  at  this  point,  should 


*Civil  Engineer, 

Hawaiian  Dredging  & Construction  Company; 
Master  of  tai  chi 
94-484  Opeha  Street 
Waipahu.  HI  96797 
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become  totally  relaxed;  the  arteries  will  become  dilated. 

2.  Swinging  elbows 

All  aerobic  exercises  involve  unconscious  swinging  of  the 
elbows®’ The  effectiveness  depends  on  the  degree  of  “sink- 
ing” of  the  elbows.  One  should  maintain  the  slight  downward 
force  at  the  elbows  and  swing  them  gently  forward  and  back- 
ward, not  just  the  forearms.  This  should  be  done  for  2 minutes. 
Oxygen  consumption  and  cardiac  output  will  increase  rapidly, 
the  result  of  the  predominant  supply  of  anaerobic  energy; 
hence,  the  recommended  2 minutes  only. 

3.  Breathing 

After  the  anaerobic  provided  in  the  “alignment”  is  used  up, 
the  work  load  on  the  legs  gradually  increases  and  the  energy 
supply  is  derived  predominantly  aerobically. 

One  must  inhale  through  the  no.se  and  exhale  through  the 
mouth,  using  the  voice  with  a high-pitched  tone,  “aah.”  Do  it 
as  slowly  as  possible.  The  breathing  should  utilize  the  dia- 
phragm muscle.  The  vibration  created  by  the  high-pitched  tone, 
“aah,”  will  improve  clearance  of  secretions  and  reduce  mental 
tension.  The  diaphragmatic  breathing  will  increase  oxygenation 
and  improve  ventilation'- The  swinging  of  the  elbows  should 
be  stopped  during  this  phase. 

4.  Swinging  the  elbows  again 

Repeat  phase  2 for  as  long  as  you  wish.  It  is  recommended 
that  the  duration  should  be  between  2 and  5 times  what  it  was 
in  phase  2.  There  should  not  be  any  shortness  of  breath  after  the 
completion  of  phase  3.  The  strategy  of  phase  4 is  to  increase  the 
use  of  aerobic  energy  and  exercise  tolerance. 

Results 

The  author  has  made  many  attempts  to  interest  medical 
professionals,  institutions  and  organizations  to  research  this 
topic,  but  none  were  interested.  The  author  does  not  have  the 
facility  nor  the  equipment  available  to  measure  the  results  with 
respect  to  heart  rate,  blood  pressure,  cardiac  output  and  oxygen 
consumption,  etc.  The  data  below  came  as  a result  of  observa- 
tions by  students  and  attendees  in  the  workshop: 

1 . After  walking  the  “Alignment,”  all  participants  could 
feel  a weight  on  their  legs  that  they  had  not  experienced  before. 

2.  During  the  exercise,  all  participants  felt  the  cool  and 
fresh  air  entering  their  lungs  that  they  had  never  been  aware  of 
before. 

3.  All  participants  agreed  there  was  a big  increase  in 
breathing  capacity. 

4.  During  phase  4,  the  hands  of  all  the  participants  were 
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warm  or  even  hot,  and  llie  lingers  were  siilTiised  with  blood. 

5.  Alter  the  exercise  routine,  those  who  had  baekaehes  or 
knee  aehes  before  the  workout  claimed  the  pains  were  gone. 

b.  After  one  week  of  regular  exercise,  those  who  had  high 
blood  pressure  claimed  there  was  a drop  of  10  to  15mm  Hg 
systolic  at  rest. 

7.  After  one  week  of  regular  exercise,  all  participants 
claimed  that  they  had  more  energy  in  their  daily  work  {docu- 
mentation of  this  is  planned  in  the  future). 

Discussions 

Based  on  the  method  and  results  mentioned  above,  the 
exercise  routine  serves  as  a preventing  and/or  a rehabilitating 
exercise  for  both  pulmonary  and  cardiovascular  diseases.  The 
magnitude  of  its  effects  goes  beyond  that  of  just  walking. 

The  key  to  the  success  of  this  routine  is  “Alignment”  and 
“Sinking  elbow".  It  is  very  difficult  for  a person  to  adjust  his/ 
her  own  alignment  and  to  sink  elbows.  The  author  has  held  a few 
workshops  at  the  Star  of  the  Sea  Church  on  this  exercise  routine 
and  the  results  have  been  satisfactory  so  far. 

There  is  enough  evidence  to  show  that  the  reduction  of  risk 
factors  (stress,  hypertension,  cholesterol ) through  aerobic  exer- 
cise may  influence  the  prognosis  in  coronai'y  aitery  disease 
However,  there  is  still  no  scientific  evidence  to  prove  that  the 
effects  of  exercise  can  prolong  life  or  prevent  a repeat  myocar- 
dial infarction.  Because  the  size  of  the  cohort  in  our  study  was 
too  small,  it  is  of  limited  significance  at  pre.sent.  However,  our 
program  seems  to  be  beneficial  and  our  students  and  attendees 
do  not  drop-out,  but  rather  they  return  for  a repeat  and  re- 
evaluation.  The  exercise  mentioned  above  may  be  a good  start. 
It  can  be  practiced  anywhere,  anytime.  Above  all,  its  effects  can 
be  experienced  immediately  after  the  exercise  routine  is  fin- 
ished. 
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TEARS  OF  JOY 


Thousands  of  patients  have  rung  my  door  bell. 

They  come  in  for  treatment ...  even  though  they  are  well. 
Well  ...  but  yet  troubled  ...  about  some  defect. 

Hoping  it's  .something  ...  that  1 can  correct — 

I never  expected  ...  an  effect  so  profound 

Could  result  from  such  work  (in  a green  cap  and  gown). 

I never  suspected  cosmetic  repair 

Could  effectively  heal  so  much  hidden  despair! 

I knew  well  the  worth  of  repairing  a victim 

Of  a terrible  accident  ...  and  I remembered  the  diction 

“First  do  no  harm”,  not  by  drugs  nor  by  knife — 

But  we’re  also  to  look  at  one’s  quality  of  life  ... 

At  how  folks  relate  to  the  world  where  they  live — 

At  a person’s  ability  to  receive  and  to  give — 

At  physical  barriers  at  the  employment  gate. 

And  stuff  that  impedes  one’s  choice  of  a mate. 

Could  fixing  a nose  or  giving  a breast 
Be  as  important ...  as  a cold  in  the  chest? 

Or  curing  sore  throats  or  removing  gall  bladders  ... 

And  a voice  from  inside  said,  “this  work  really  matters”. 

Would  giving  a chin  or  fixing  a face 
Ever  compete  in  the  healing  art’s  race? 

Could  making  one  feel  he  or  she  is  normal  at  last 
Ever  compare  with  a leg  in  a cast? 

The  patients  I’ve  watched  for  twenty-five  years 
Who  are  moved  to  such  Joy  that  their  eyes  fill  with  tears 
Just  viewing  a change  in  some  “trivial”  part — 

It  can’t  help  but  register  deep  in  my  heart. 

Patients  like  those  should  never  ever  lose 
The  option  to  change,  the  option  to  choose — 

The  option  to  own  the  best  self-esteem. 

The  option  to  become  what  they  dared  once  to  dream. 

Would  all  those  patients  make  the  same  choice 
If  well  informed  by  a loud  and  clear  voice? 

Would  they  choose  surgery  with  risks  understood? 

I’ve  watched  it  so  often,  I know  that  they  would! 


Robert  S.  Flowers  MD 
Octobers,  1991 
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Henry  N.YokoyamaMD 


Life  in  these  parts  . . . 

A KUMU  newscaster  added  new  dimen- 
sions to  our  Waikiki  landmark.  San  Soiici 
Beach,  by  inadvertently  calling  it  Sans  Sushi 
Beach  (Wot?  No  sushi?) 

We  followed  a tawny  grey  Jaguar  spoitscar 
with  the  intriguing  license  plate;  “GRR.”  We 
felt  intimidated  and  kept  a fair  distance  . . . 


sia  for  two  “Tattoo  artists”  who  did  cosmetic 
tattoos  to  eyelids  and  eyebrows.  The  doctor's 
prescribing  was  limited  for  6 months,  he  was 
fined  $1,000,  and  paid  $1,875  in  hearing 
costs. 

A doctor  had  his  license  revoked  after 
conviction  on  8 counts  of  Medicaid  fraud. 
Another  doctor  had  his  license  revoked  after 
he  was  convicted  of  promoting  a dangerous 
drug.  A criminal  court  sentenced  him  to  5 
years  probation. 

A Honolulu  doctor  admitted  to  a sub- 
stance abuse  problem  and  surrendered  his 
federal  and  state  authorization  to  prescribe 
controlled  substances.  RICO  ordered  that  his 
practice  be  monitored  for  one  year  by  a peer . . . 

The  Hawaii  license  of  a physician  was 
revoked  after  Nebraska  reported  that  he  had 
been  disciplined  for  inappropriate  sexual 
conduct  toward  male  juvenile  patients. 


The  ozone  layer  over  Hawaii,  especially 
Kauai,  has  thinned  dramatically  according  to 
Bruce  Miller,  associated  director  of  the  UH's 
Sea  Grant  Program.  Scientists  had  believed 
that  tropical  areas  were  fairly  safe  from  sig- 
nificant ozone  depletion,  but  they  hadn't  fac- 
tored in  the  volume  effects  of  the  Mount 
Pinatubo  eruption.  The  NASA  report  cites  a 
1 0%  drop  in  density  over  the  tropics  allowing 
20%  more  UV  radiation  penetration.  Derma- 
tologist Norman  Goldstein  feels  there  al- 
ready is  an  epidemic  of  skin  cancers  in  Ha- 
waii due  to  the  local  outdoor  lifestyle  . . . and 
now  this  . . . 

Doctor  Abuse 

A recent  study  by  Public  Citizen,  a 
Washington-based  public  information  re- 
search group  shows  that  Hawaii  ranks  low  for 
doctor  abuse  or  negligence  . . . Hawaii 
reported  only  two  incidents  between  Sep- 
tember and  August '91  ...From  1989  through 
1991.  the  state's  Regulated  Industries  Com- 
plaints office  (RICO)  investigated  13  cases 
of  patient  abuse  and  took  displinary  action 
against  9 physicians.  Here  are  some  incidents 
reported  to  RICO:  A woman  began  a personal 
relationship  with  her  psychiatrist.  When  the 
relationship  ended,  she  commited  suicide  with 
an  insulin  overdose.  The  three  heirs  sued  and 
collected  $100,000  settlement. 

Three  years  ago,  a teenager  was  operated 
on  at  a Honolulu  hospital  for  a fractured  left 
arm.  His  radial  nerve  was  accidentally  sev- 
ered and  subsequently  repaired.  The  doctor's 
malpractice  insurers  paid  $35,000  last  year. 

A doctor  improperly  prescribed  anesthe- 


Lawyer jokes  . . . 

(We  attended  the  joint  retirement  party  of 
retiring  Supreme  Court  Justices  Hayashi  and 
Padget) 

Frank  Padget  told  this  joke:  "The  lawyer 
got  to  the  Pearly  Gates  ...  St  Peter  said,  “We 
have  a 3 month  waiting  period  for  all  lawyers 
while  we  review  their  cases  . . . The  lawyer, 
impatient  as  typical  of  all  lawyers,  started  to 
protest  vigorously  ...  St  Peter  suggested, 
“Why  don't  you  try  down  below  . . . You 
might  get  in  without  any  waiting  period." 
Lawyer:  “Why  the  discrepancy?”  “Most  of 
your  fellow  judges  and  lawyers  are  down 
there  and  they  will  be  happy  to  vouch  for 
you.” 

Frank  continued . . . “But  in  reality,  by  the 
time  the  case  is  processed  by  an  overburdened 
law  clerk  who  reviews  the  case,  and  the  case 
is  placed  on  the  calendar  . . . and  the  process 
of  jury  selection  is  conducted  . . . and  a 
mistrial  is  declared  because  the  jury  member 
spoke  to  a news  reporter . . . months  pass  by  . . . 
The  case  is  again  reviewed  by  a law  clerk,  the 
case  placed  on  the  calender  and  if  everything 
goes  well,  the  case  finally  goes  to  court, 
perhaps  9 months  later  ...” 

Professional  Moves 

June: 

Ivan  Szathmary,  board-certified  ER  phy- 
sician joined  the  Kauai  Medical  Group.  KMG 
now  has  6 physicians  in  its  emergency  medi- 
cine dept  serving  Wilcox  Memorial. 

July: 

ENT  Ron  Peroff  left  Honolulu  Medical 


Group  and  opened  his  solo  practice  at  Queen’ s 
POB  II,  Ste  307. 

OB/Gyn  Ken  Perske  Jr  (formerly  with 
Straub  Hawaii  Kai  Clinic)  joined  Murray 
Berger,  Neal  Winn,  Ronald  Berman  and  Chris 
Miura  at  Kapiolani  Medical  Center  POB,  Ste 
1180. 

Dermatologist  Carla  J Nip-Sakamoto  as- 
sociated with  Allan  Izumi  at  Queen’s  POB  I, 
Ste  4 12. 

OB/Gyn  Harry  Yoshino  joined  Natori, 
Teruya,  Tanoue  MDs  Inc  at  2525  King,  Ste 
3 1 1 and  98-2 1 1 Pali  Momi,  Ste  8 1 1 . 

Internist  James  Hirasa  retired  and  Ron 
Teramoto  will  assume  his  practice  at  Aiea 
Medical  Bldg  Rm  109. 

Peter  Larm  MD  Inc  relocated  to  1441 
Kapiolani  Bldg  Rm  608. 

Orthopod  Edmund  Lum  announced  his 
retirement  effective  June  30.  His  announce- 
ment contained  the  following  message:  “Car- 
ing for  patients  has  been  a great  source  of 
satisfaction  and  pleasure.  I thank  everyone 
for  the  privilege,  and  the  kindness  extended 
to  me.” 

Status  TBC  in  Hawaii 

American  Lung  Association  president 
Lee  Reichmann  recommended  close  surveil- 
lance of  Tbc  patients  to  make  sure  they  take 
their  pills . . . Treatment  of  drug-resistant  Tbc 
strains  can  cost  $ 1 20,000  per  patient.  Azucena 
Ignacio,  State  Health  Dept  Tuberculosis 
Branch  chief  reports  that  3%  of  the  state’s 
201  Tbc  cases  do  not  respond.  Most  of 
Hawaii’s  cases  are  immigrants  from  South- 
east Asia.  Hawaii,  with  17. 2cases  per  100,000 
population,  is  second  highest  next  to  New 
York  City.  Azucena  says  the  local  situation 
can  become  explosive  if  AIDS  patients  get 
drug-resistant  strains.  Reichmann  praised  the 
State’s  overall  Tbc  program  but  says  it  lacks 
the  resources  for  effective  monitoring . . . The 
State’s  $1.2  million  program  screens  28,000 
people.  X-rays  1 8,000  people  and  treats  200 
active  cases.  Worldwide,  Tbc  kills  3 million 
people  annually  according  to  Reichmann  . . . 

Next  year  GTE  Hawaiian  Tel  plans  to 
install  undersea  fiberoptic  cables  between 
the  four  major  islands.  The  cables  will  allow 
Neighbor  Island  physicians  to  transmit  high 
quality  X-rays  and  CT  scans  to  Honolulu  for 
second  opinions  . . . 

Mac  nuts  . . . 

David  Curb  UH  professor  of  medicine 
and  principle  investigator  for  the  Honolulu 
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Heart  Prograin  at  KMC  conducted  a pilot 
study  last  year  on  inacadamia  nuts.  He  re- 
ports: "We  got  a surprise  . . . People  did 
tolerate  the  nuts.  They  didn't  seem  to  gain 
weight  and  there's  an  indication  of  a positive 
effect  on  body  fats."  Maeadamia  nuts  contain 
palmitolcie  acid,  a mono-unsaturated  fatty 
acid  that  fights  cholesterol  and  enables  the 
body  to  burn  fats.  The  State  legislature  re- 
cently appropriated  $150. (KM)  for  more  re- 
search provided  the  federal  government 
matches  the  amount.  Big  Island  Senator  Andy 
Levin  was  ecstatic:  “This  has  the  potential  to 
make  maeadamia  nuts  the  health  food  for  the 
20th  and  21st  centuries.  We'll  have  an  enor- 
mous marketing  advantage  if  the  research 
pays  off." 

Honored,  elected  and  appointed 

Affable  endocrinologist  Ralph  Beddow, 
70,  who  retired  as  Straub  Chief  of  Medicine 
in  1990  was  named  St  Louis  School's  Out- 
standing Alumnus  of  1992  and  also  was 
elected  president  of  Waialae  Country  Club 
(where  he  used  to  be  run  off  the  greens  for 
stealing  golf  balls  as  a kid).  Ralph  is  still  on 
the  board  of  the  Waianae  Coast  Comprehen- 
sive Health  Center  and  supervises  interns  at 
QMC.  He  was  formerly  chair  of  the  St  Louis 
board  of  trustees  and  State  Board  of  Health 
chair.  Ralph  taught  at  the  John  A Burns 
School  of  Medicine  from  1966  to  1990. 

Hawaii  pediatrician  Calvin  Sia  was 
awarded  the  1992  Sir  James  Carreras  Award 
by  'Variety  Club  International.  Cal  received 
the  award  and  a check  for  $10,000  at  the 
Annual  Heart  Awards  Banquet  on  May  19  in 
New  York.  Last  year.  Cal  received  the  C. 
Henry  Kempe  Memorial  Award  for  his  con- 
tributions to  the  prevention  of  child  abuse  and 
neglect.  He  was  the  first  Hawaii  resident  to 
receive  the  1992  Abraham  Jacobi  Award 
from  the  American  Academy  of  Pediatri- 
cians. In  1 990,  Cal  was  awarded  a Certificate 
of  Merit  forchildren's  advocacy  by  Contem- 
porary Pediatrics  . . . 

Obituaries  in  brief 

Retired  surgeon  James  Grant  Mamie  died 
Wed  June  24  at  age  74  . . . 

Sportsmen 

Ralph  Hale  is  chair  of  the  UH  Med  School 
OB/Gyn  Dept  and  team  physician  for  the  UH 
women  sports  program.  Ralph  has  been  on 
the  1 1 -member  Olympic  Games  Preparation 
Committee  for  8 years  and  is  looking  to 


Atlanta  forthe  1 996  Olympics.  Ralph  became 
involved  in  Olympic  administration  through 
water  polo.  He  founded  the  Hawaii  Invita- 
tional Water  Polo  Tournament  in  1968  and 
was  LIS  Water  Polo  president  from  1984  to 
1988.  Ralph  went  to  his  first  Olympics  in 
1 984  as  a member  of  the  water  polo  volunteer 
staff.  He  is  vice  chair  of  the  National  Govern- 

Hors  de  Combat 

In  May,  Roger  Slater,  the  only 
neurosurgeon  on  Maui  for  8 years,  requested 
a voluntary  leave  of  absence  from 
neurosurgery  when  Maui  Memorial  did  not 
obtain  certain  angiographic  equipment  as 
promised.  A replacement  is  expected  in  Sep- 
tember. Meanwhile  all  neurosurgical  cases 
have  to  be  sent  to  Honolulu. 

A former  bar  hostess,  now  living  in  Chi- 
cago. had  complications  from  breast  implant 
surgery  in  1986  and  sued  ENT  and  cosmetic 
surgeon  John  McCurdy  Jr  and  his  nurse  assis- 
tant. A California  plastic  surgeon  Ralph  Lassa 
testified  that  John  was  not  a plastic  surgeon 
and  only  plastic  surgeons  had  the  special 
skills  to  do  breast  surgery.  John  is  certified  by 
the  American  Board  of  Cosmetic  Surgeons, 
but  the  Californian  called  the  board  an  "unrecog- 
nized. self-designing  board."  (June  17.1992) 

Physicians  speak  up  . . . 

re  Hawaiian  Rights  Movement 

Internist  Kekuni  Blaisdell  argues  that  the 
term  “ceded  lands”  ( used  to  describe  govern- 
ment lands  passed  hand  to  hand  from  the 
Hawaiian  Monarchy  to  the  Republic  of  Ha- 
waii, to  the  United  States  upon  annexation 
and  back  to  the  State  of  Hawaii  upon  state- 
hood) is  misleading  and  confusing.  “Why  not 
just  say  ‘stolen  lands’?  Kekuni  argues  that 
“Hawaiian  lands — like  the  kingdom  itself — 
were  stolen,  and  since  the  original  act  was 
illegitimate,  then  all  that  happened  since  (ie, 
annexation,  creation  of  the  Hawaiian  Homes 
Program,  statehood)  is  equally  illegitimate." 
(Jerry  Burris.  Honolulu  Advertisercily  editor 
5/24/92) 

MainlantJ  News 

The  289,0()0-member  AMA,  a staunch 
defender  of  traditional  pay-as-you-go  free- 
market  health  care  has  finally  embraced 
HMOs  as  having  some  advantages  over  tradi- 
tional health  care  . . . AMA  executive  VP 
James  Todd  spoke  at  the  annual  meeting  of 
the  Group  Health  Association  of  America 
and  reported  that  “HMOs  were  leaders  in 


educating  patients,  helping  hold  down  health 
costs  and  in  giving  patients  more  health  care 
options." 

No-Fault  Medical 
Malpractice  Insurance 

HMSA  president  Marvin  Hall  says  that  a 
“No-Fault"  malpractice  insurance  will  save 
1 0%  of  the  $3  billion  Hawaii  spends  on  health 
care  and  State  Health  Dept  director  John 
Lewin  says,  “In  essence,  no-fault  is  the  way 
to  go."  Marvin  Hall's  research  shows  that  the 
overall  cost  of  health  care  is  inlJated  10%  to 
25%  by  physicians  who  order  extra  X-rays, 
lab  tests  and  procedures  to  protect  them- 
selves from  lawsuits.  A no-fault  insurance 
pays  the  victims  of  malpractice  forthe  cost  of 
care  and  lost  work  time  but  eliminates  fault 
finding  except  in  extreme  situations  of  will- 
ful harm  or  gross  negligence.  But  Robert 
Toyofuku,  executive  director  of  Hawaii 
Academy  of  Plantiffs'  attorneysand  Jim  Shon, 
chair  of  the  House  Health  Committee  dis- 
agree. Bob  asks,  "Is  defensive  medicine  good 
medicine?"  Jim  is  uncomfortable  with  any 
system  that  doesn't  hold  doctors  account- 
able. Becky  Kendro,  HMA  assistant  execu- 
tive director  says  the  AMA  has  endorsed  the 
idea  of  an  alternative  fault-based  system  in 
which  the  injured  party  could  waive  the  right 
to  sue  and  receive  payments  from  the  system. 
Jack  Lewin  says  the  no-fault  system  should 
use  the  split-system  approach  and  be  com- 
bined with  limits  on  lawyer  fees  and  limits  on 
pain  and  suffering  awards. 

Jim  Nishi  stories  . . . 

Jim's  Waianae  friends  stopped  going 
fishing  a year  ago  ...  It  seems  that  they  had 
gone  bottom-fishing  and  had  caught  a fine 
mess  of  fish.  They  cleaned  the  fish  for  supper 
and  threw  some  leftovers  to  their  family  cats . . . 
All  six  cats  dropped  dead  . . . The  same 
Waianae  boys  tried  their  ciguatera  test  kits  on 
fresh  hamburger  meat  and  they  turned  posi- 
tive . . . The  moral  of  the  story  is:  use  cats 
when  in  doubt . . . (Our  fondest  apologies  to 
Dr  Hokama  who  invented  the  test  kits  and 
who  is  responsible  for  the  distribution  of  free 
test  kits). 

Oncology  conference 

Case  presentations  were  a 65  and  a 75-year 
old  male  with  gastric  Ca  and  nodal  met  . . . 
Moderator  Glenn  Kokame  waxed  philo- 
sophical: “At  Kuakini,  we  .see  an  average  of 
a case  a week  or  about  50  cases  a year  with  a 

{Continued)  >■ 
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Warning  signs  arc  a 
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Your  doctor  can  perform 
the  digital  and  procto  exiims, 
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25%  cure  rate.  KMC  sees  more  cases  than 
MD  Anderson  . . . 

Pathologist  Grant  Stemmerman  com- 
mented: “We  are  more  interested  in  famil- 
iar forms  of  gastric  Ca . . . Out  of  242  index 
cases,  we  have  16  families  with  3 or  more 
cases.  One  family  had  4 gastric  and  4 colon 
Ca’s . . . maybe  some  genetic  association.” 

Oncological  surgeon  Scott  Hundahl 
advised:  “If  you  have  gastric  Ca  in  the 
family,  marry  someone  whose  family 
doesn’t.” 

Glenn  asked,  “Are  there  any  blood  tests 
to  detect  gastric  Ca?” 

Stemmy:  “The  PGI  and  PGII  ratio  has 
95%  sensitivity  and  30%  specificity  . . . H. 
Pyloris  infection  . . . 94%  antibody  titer  in 
Ca  and  74%  in  control . . . But  the  strongest 
predictor  is  a smoking  history  . . . Recent 
studies  in  Italy  show  that  Campylobacter 
toxin  stimulates  cell  replication  and  the 
rate  of  Ca  growth  . . .” 

After  a moment  of  reflection.  Stemmy 
summed  up  the  factors  for  gastric  Ca  as 
being  associated  with  smoking,  a history 
of  high  acid  output  with  a propensity  for 
ulcer  and  with  hiatal  hernias... 

Jokes  we  thought  funny  . . . 

A young  man  went  into  a drugstore  to 
shop  for  condoms  for  the  first  time.  The 
druggist  suggested  the  economy  pack — 
three  for  a dollar.  The  kid  agreed.  The 
druggist  rang  up  the  sale.  “That’ll  be  one 
dollar  and  eight  cents.”  “You  said  three  for 
a dollar,”  the  kid  complained.  “What’s  the 
eight  cents  for?”  “Tax,”  replied  the  drug- 
gist. This  confused  the  kid  even  more.  He 
finally  asked,  ’’Don’t  they  stay  on  by  them- 
selves?” {Playboy,  Jul  92  Party  Jokes) 

The  mothers  of  four  priests  were  boast- 
ing of  their  sons’  accomplishments. 

“My  son  is  a monsignor,”  said  the  first. 
“When  he  enters  aroom,  people  say,  ‘Hello, 
Monsignor’.’’ 

“Well,  my  son  is  a bishop,”  added  the 
second.  “When  he  enters  a room,  people 
say,  ‘Hello,  Your  Excellency’!” 

“Ah,  but  mine  is  a cardinal,”  said  the 
third.  “When  he  enters  a room,  people  say, 
‘Hello,  Your  Eminence’.’’ 

The  fourth  woman  thought  for  a mo- 
ment. “My  son  is  six-foot-ten  and  three 
hundred  pounds!”  she  proudly  exclaimed, 
“When  he  enters  a room,  people  say,  ‘Oh, 
my  God’ !” 

(Another  Playboy  Party  Joke) 
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gross,  without  a rational  basis,  appears 
ready  to  legislate  restrietioiis  on  medi- 
eal  aetivities  where  there  is  no  evi- 
denee  of  risk.  Fear  of  the  unknown  is 
no  justifieation  for  legislation  that  may 
or  may  not  be  in  the  best  interests  of 
either  patients  or  physicians.  We  urge 
you  in  the  strongest  terms  not  to  sue- 
cumb  to  impulse  or  hysteria,  but  allow 
the  medical  community  to  develop  the 
standards  by  which  the  public  will  be 
best  protected.  Let  me  reiterate  in  the 
strongest  terms  possible,  the  American 
Medical  Association  and  the  physi- 
cians of  this  country  hold  their  pa- 
tients’ welfare  dear  above  everything 
else.  What  we  ask  is  that  the  Congress 
rely  on  the  best  scientific  information 
available  in  developing  sound  policies 
to  deal  with  this  disease. 

Sincerely, 
s/James  S Todd  MD 
Exeuctive  Vice  President 
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. . . once  again 


Tuberculosis:  A personal  commentary 

Gladys  C Fryer  MD* 


Tuberculosis  is  another  of  those  diseases  from  which  our 
attention  has  been  diverted  in  recent  decades,  and  which  may 
now  come  hack  to  plague  us.  I refer  to  the  timely  warning  in  Dr 
FrankeTs  report  and  Dr  Reppun’s  editorial  comment  in  the 
Hawaii  Medical  Journal  of  December  1991. 

As  a child  in  England,  I remember  seeing  a little  boy  on  the 
beach  with  his  family.  He  could  not  walk,  and  he  had  a sinus 
over  his  hip  joint.  We  were  allowed  only  within  shouting 
distance.  I was  told  he  had  tuberculosis  of  the  hip;  this  must  have 
been  bovine  tuberculosis,  a variety  that  disappeared  for  many 
years  but  we  are  now  warned  may  be  returning'. 

With  the  advent  of  antibiotics  after  World  War  II,  and 
especially  Streptomycin,  it  seems  our  guard  was  lowered — TB 
could  be  treated  certainly,  instead  of  uncertainly,  by  6 months 
or  more  in  a sanatorium.  At  present,  however.  Streptomycin  has 
become  unavailable  in  the  U.S.,  and  PAS  (para-amino-salicylic 
acid)  temporarily  so-. 

In  Melbourne,  Australia,  where  I studied,  all  medical 
students  with  negative  Tb  skin  tests  were  given  BCG  (Bacille 
Calmette-Guerain)  which  blocks  M.  tuberculosis  infection  and 
gives  the  recipient  a positive  Tb  skin  reaction.  (BCG  also  is 
widely  used  in  Scandinavian  countries.  It  has  not  been  used  in 
the  United  States,  where  the  conversion  of  the  skin  test  is  valued 
as  a diagnostic  factor.) 

In  the  1950s  and  1960s,  Dr  Malcolm  Bolton  was  medical 
officer  to  aborigines  in  Malaya.  These  numbered  about  50,000 
people  in  3 main  tribes;  some,  the  Negritos,  were  living  in  very 
remote  jungle  areas.  Most  could  be  reached  only  by  helicopter, 
and  Bolton  himself  assisted  in  clearing  jungle  landing  sites  for 
Royal  Australian  Air  Force  helicopters  to  land.  It  took  2 
helicopters  to  caiTy  portable  X-ray  equipment  and  to  take  sick 
aborigines  back  to  the  Rumah  Sakit  Orang  Ash  (aboriginal 
hospital). 

At  each  jungle  visit  all  aborigines  who  had  not  been  seen 
before  were  given  a Tb  skin  test,  BCG  inoculation,  and  a chest 
X-ray.  Simultaneous  administration  of  BCG  covered  individu- 
als who  did  not  come  out  of  the  jungle  for  reading  of  the  skin 
test. 

The  graph  of  the  decrease  in  incidence  of  Tb  in  aborigines 
during  Bolton's  care  was  spectacular.  Dr  Bolton  almost  cer- 
tainly saved  this  race  from  extinction. 

In  order  to  obtain  a government  job  in  Malaya  (including 
that  of  a teacher),  it  was  necessary  to  have  a chest  X-ray 
negative  for  Tb.  For  this  reason  it  was  very  common  for  a partial 
or  complete  pulmonary  lobectomy  to  be  performed  on  a patient 
with  quiescent  and  localized  disease. 


^Gladys  C Fryer  MD 
(formerly  of  Honolulu) 
PO  Box  428 

Mesilla.  NM  88046-0428 


I was  privileged  to  be  invited  to  attend  the  weekly  pathol- 
ogy sessions  at  the  Lady  Templer  Hospital  conducted  on 
surgical  specimens  by  Dr  J B Duguid,  Professorf/?;^/-/^^  of  the 
University  of  Durham — a heaven-sent  education. 

Despite  tuberculosis  being  so  common,  a middle-aged 
Chinese  woman  was  once  referred  to  me  for  evaluation  of  her 
heart  disease  because  of  an  episode  of  hemoptysis.  A chest  X- 
ray  showed  classic  lesions  of  Tb,  which  we  were  able  to  treat. 
She  had  no  cardia  lesion. 

Considering  this  background,  while  I was  living  and  working 
in  Hawaii,  I was  saddened  when  the  Health  Department  had  to 
discontinue  its  mobile  chest  X-ray  service  some  years  ago.  It  is 
to  be  hoped  that  this  public  health  service  may  possibly  be 
resumed. 

Tuberculosis  is  an  old  scourge  that  is  becoming  a new 
scourge.  Though  it  occurs  particularly  often  in  patients  with 
impaired  immune  systems  such  as  in  AIDS  patients,  the  age-old 
pathogenic  mechanisms  must  still  be  suspected,  eg  the  young 
baby  with  tuberculous  meningitis  acquired  from  the  grandfa- 
ther who  has  a chronic  productive  cough. 

The  Mycobacteria  are  intensely  interesting.  In  the  work  of 
the  Research  Unit  at  Sungei  Buloh  Leprosarium  in  Malaya,  it 
was  discovered  that  patients  with  M.  leprae  infections  were  more 
susceptible  to  other  Mycobacteria,  eg  M.  tuberculosis  and/or 
M.  ulcerans.^  Perhaps  there  is  also  a special  association  between 
these  Mycobacteria  and  HIV  infection  since  we  now  see  severe 
infections  with  the  a typical  Mycobacteria  in  such  patients,  eg 
fulminating  infections  with  M.  avium  cellulare. 

In  Africa,  tuberculosis  is  one  of  the  most  common  and 
severe  diseases  associated  with  HIV  infection.  The  World 
Health  Organization  now  recommends  administration  of  BCG 
at  birth  to  infants  in  Rwanda  and  other  countries  where  the  risk 
of  TB  is  high"'.  This  practice  has  been  found  to  be  effective;  side 
effects  seldom  occur.  There  is  a possibility  that  vaccinating 
HIV-infected  infants  with  BCG  may  also  protect  against  atypi- 
cal Mycobacteria. 

One  can  argue  for  consideration  of  more  widespread  ad- 
ministration of  BCG  in  the  U.S.  to  medical  staff,  newborn 
infants  of  AIDS  mothers,  contacts  of  AIDS  patients  and  to 
intravenous  drug  users.  Extension  even  to  include  Mantoux- 
negative  individuals  may  eventually  be  desirable. 

Hawaii  has  led  the  country  in  other  health  matters;  perhaps 
it  could  do  so  in  this  regard  also! 
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ensure  that  the  identity  of  eo-infected  patients  is  protected. 
Physicians  who  choose  to  report  will  be  requested  to  fill  out 
a special  case  report  form.  This  form  is  in  the  process  of 
being  printed  and  will  be  mailed  to  every  licensed  physician 
in  the  State. 

Physicians  who  prefer  to  report  by  phone  may  call  832- 
6()()().  This  is  a private  line  at  the  DoH  which  will  only  be 
answered  by  the  TB  nurse  consultant  or  the  TB  registry 
clerk.  No  other  DoH  personnel  will  be  allowed  to  take  case 
reports. 

Should  physicians  have  any  questions  regarding  the 
medical  management  of  their  patients,  they  should  call  the 
Chest  Clinic  Physicians  of  the  T uberculosis  Program  at  832- 
573 1 . Reports  of  co-infected  persons  should  be  directed  to 
the  TB  nurse  consultant  or  the  TB  registry  clerk.  They  can  be 
reached  at  the  same  telephone  number. 

Azucema  Ignacio  MD 
DoH/Tuberculosis  Control 


CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  call  Association  Office  at  536-7702.  NON-MEMBERS,  please 
call  Leilani  at  521-0021.  4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


[Since  Dr  Fryer  siihniitred  the  tuberculosis  article 
for  publication  in  the  Journal,  ur  have  received  the  fol- 
lowing from  Dr  Ignacio  of  the  DoH  and  find  it  appropri- 
ate for  inelusion  herewith/Ed] 

Senate  Bill  3306  was  passed  by  the  Hawaii  State  Leg- 
islature and  was  signed  into  law  by  Governor  Waihee  on 
June  18.  1992.  The  law  amends  the  HIV  confidentiality 
statute  and  permits  physicians  in  Hawaii  to  report  HIV 
positivity  to  the  Department  of  Health  (DoH)  in: 

( 1 ) Persons  with  tuberculosis. 

(2)  Persons  with  a tuberculin  skin  test  of  >5mm  indura- 
tion by  Mantoux  technique. 

Physicians  may  wish  to  report  their  co-infected  patients 
to  the  DoH  for  consultation  on  patient  management  or  to 
ensure  that  the  patient  is  not  lost  to  follow-up. 

DoH  record-keeping  procedures  have  been  modified  to 


A Positive  Point 
About  Breast  Cancer. 


Now  we  can  see  it  before 
you  can  feel  it.  When  it  s no 
bigger  than  the  dot  on  this 

when  it’s  90%  cur- 
able. With  the  best  chance 
of  saving  the  breast. 

The  trick  is  catching  it 
early.  And  that’s  exactly 
what  a mammogram  can  do. 

A mammoOTam  is  a sim- 
ple x-ray  thats  simply  the 
3est  news  yet  for  detecting 
Treast  cancer.  And  saving 
ives. 

If  you’re  over  35,  ask 
your  doctor  about 
mammography. 


Give  yourself  the 
chance  of  a lifetime.™ 


1- 


AMERICAN 

^CANCER 

fsoaETY* 


BUSINESS  OPPORTUNITY 


MEDICAL  CLINIC  FOR  SALE 

Internal  Medicine  Primary  Care  Practice. 
Located  at  the  Aiea  Medical  Bldg.  Fully 
equipped  & fully  turn.  Estab.  15  yrs,  25 
patients/day.  3 exam  rms.,  consultation 
rm.,  business/billing  office,  recep.area, 
complete  in-office  lab.  Office  approx.  960 
sf.  Terms  negotiable.  Serious  inquiries  & 
offers  call:  528-2102;  622-7511  or  write 
MEDICAL  CLINIC,  PO.  Box  2167,  Hon.,  HI  96805 


EMPLOYMENT  OPPORTUNITY 


FP/GP 

For  resort  medical  office.  Send  CV  to  Dr. 
Ban  Azman,  West  Maui  Healthcare  Center, 
Kaanapali  Maui,  HI  96761  or  phone  1-808- 
667-9721 


POSITIONS  AVAILABLE 

Physician  Placement  Hawaii  has  openings  for 
physicians  & other  medical  professionals  all 
across  the  U.S,  Mainland  as  well  as  here  in 
Hawaii.  We  also  have  candidates  interested  in 
a Hawaii  position.  Call  Earl  Pajari  at  395-7099. 


INVESTMENT  OPPORTUNITY 


SOUTH  PACIFIC 

Estates,  resorts,  islands  and  opportunities 
in  Fiji,  Cook  Islands,  French  Polynesia  and 
Vanuatu.  Tax  havens  to  yachting  heavens, 
investments  to  lifestyles.  Over  $300  million 
in  inventory. 

PACIFIC  ISLAND  INVESTMENTS 
(808)  883-8000  Fax:  (808)  883-8838 


OFFICES 


MAUI 

MAUI  CLINIC  BUILDING 

* 728  Sq.  Ft.  Office 

* X-Ray  and  Lab  on  Site 

* Renovation  Allowances 

* Rental  Allowance  during  Renovation 

* Ample  Parking 

* 14  other  Ouality  Medical  Tenants  in  Bldg. 

0PM  Call  John  Sullivan 
OIHANA  PROPERTY  MANAGEMENT  244-7684 

OFFICE  SERVICES 

LOWER  YOUR  OVERHEAD 

Nice  Conf.  Rms.,  & Offices  Avail.  Hourly  and 
Full  time.  Receptionist,  Tele.  Ans.  in  YOUR 
Name,  Much  More,  EXCELLENT  IMAGE. 

CallHEADOUARTES  COMPANIES  522-9494 

REAL  ESTATE 


MANOA 

Best  street.  4 bd.,  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 


SERVICES 

LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice 
available.  Please  contact  Acute  Care 
Medical  Services.  262-4181. 

LOCUM  TENENS  AVAILABLE 

Family  Practice,  Pediatrics,  Urgent  Care. 
No  agency  fees.  Deal  direct.  923-2981 . 
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Maka  O Ke  Kauka 


Russell  T.  Stodd  MD 


The  only  fence  against  the  world 
is  a thorough  knowledge  of  it. 

What  has  the  AMA  done  for  you 
lately?  For  the  moment,  forget  the  excel- 
lent group  insurance  plans,  ignore  the 
peerless  medical  publications,  omit  the 
comprehensive  reference  library,  over- 
look the  mortgage  loan  program,  neglect 
the  investment  counseling;  in  fact,  forget 
all  the  services,  except  money.  Dollars — 
that  come  into  your  pocket.  The  AMA, 
with  its  vigorous  Washington  lobbying, 
its  confrontation  with  HCFA,  its  orches- 
trated campaign  to  encourage  physicians 
to  directly  contact  politicians  and  HCFA 
(producing  over  100,000  communica- 
tions), succeeded  in  adding  back  $10 
million  which  Dr.  Gail  Wilensky  and 
associates  had  cut  from  the  Medicare 
budget.  With  AMA  dues  fixed  at  $400  a 
year,  that  savings  amounted  to  40  years’ 
of  membership  for  all  600,000  of 
America’s  practicing  physicians.  This 
was  accomplished  by  45%  of  America’s 
doctors  who  make  up  the  body  of  the 
AMA.  So,  send  a thank  you  note  to  AMA 
headquarters  in  Chicago;  or  better  yet,  if 
you  are  not  a member,  enroll  in  the 
struggle  to  keep  America’s  doctors  free. 
Another  incidental  fact  is  that  AMA  dues 
for  1993  will  remain  at  $400  for  the  fifth 
consecutive  year  without  increase.  Cut  it 
anyway  you  wish,  it  is  a tremendous 
bargain. 


Every  cause  produces  more 
than  one  effect. 

The  sign  in  the  park  says,  “Keep 
off  the  Grass,”  but  downeast  in  Maine, 
the  legislature  passed  a law  in  April 
legalizing  marijuana  for  medicinal  pur- 
poses. The  bill  permits  physicians  to 
prescribe  marijuana  for  treatment  of 
glaucoma  and  alleviation  of  the  side  ef- 
fects of  chemotherapy.  The  Maine  Soci- 


ety of  Eye  Physicians  and  Surgeons  tes- 
tified against  the  legislation:  “There  is  no 
scientifically  verifiable  evidence  that  the 
use  of  marijuana  is  safe  and  effective  in 
the  treatment  of  glaucoma.”  The  gover- 
nor put  the  bill  in  his  pocket  instead  of 
signing  it,  so  it  remains  in  limbo. 


Put  all  your  eggs  in  one  basket 
and — watch  that  basket! 

The  federal  government,  in  its 
abiding  desire  to  invert  common  sense, 
has  ruled  that  doctors  cannot  jointly  in- 
vest in  something  they  understand — 
however  wise  and  ethical  they  might 
be — they  might  realize  a profit!  Hence, 
20  doctors  in  southwestern  Idaho  have 
pulled  out  of  an  MRI  center  formed  in 
1986,  for  fear  they  might  be  in  violation 
of  the  so-called  “safe  harbor”  inspector 
general  rules.  Sixty  percent  of  the  refer- 
rals came  from  noninvestors,  and  Blue 
Cross  of  Idaho  said  there  was  no  evi- 
dence the  machines  are  being  overused. 
However,  to  keep  your  skirts  clean,  put 
your  investment  capital  into  real  estate 
schemes,  stock  flyers,  undersea  petro- 
leum wells,  or  some  other  business  you 
know  nothing  about.  You  might  lose 
your  retirement  savings,  but  there  will  be 
no  “safe  harbor”  violation. 


There  is  nothing  new  except  what 
is  forgotten.  What  do  you  know  . . . 
for  sure. . . anyway. 

For  at  least  8 years,  and  perhaps 
closer  to  1 0 years,  ophthalmologists  have 
known  that  corticosteroids  do  not  alter 
the  ultimate  outcome  of  optic  neuritis. 
How  comforting  that  now  the  New  En- 
gland Journal  of  Medicine  published  a 
“new  study”  that  concluded  that  such 
drugs  have  no  role  in  the  treatment  of 
optic  neuritis.  Louis  Sullivan  MD,  val- 
iant, intrepid  leader  of  HHS,  was  quoted 
as  saying;  “This  is  a very  significant 
finding.  It  highlights  the  critical  impor- 
tance of  conducting  research  on  the  ef- 
fectiveness of  commonly  used  therapies 
that  have  not  been  fully  and  rigorously 
scientifically  evaluated.”  Right  on,  ride 
on,  write  on.  Doc!  Now  let’s  talk  about 
family  planning. 


Whatever  plan  one  makes,  there  is  a 
hidden  difficulty  somewhere. 

In  the  field  of  “new  and  improved,” 
laparoscopic  cholecystectomy  is  finding 
some  critics.  Even  some  surgeons  are 
wondering  about  the  rapid  and  wide- 
spread dissemination  of  new  surgical 
techniques.  Enthusiasm  abounds,  and 
doctors  and  patients  are  ecstatic — if  all 
goes  well,  that  is.  But  bile  duct  tears  have 
a considerably  higher  frequency  and  there 
has  been  an  unusual  incidence  of  strange 
injuries — such  as  of  the  aorta,  bladder, 
liver,  intestines — injuries  virtually  un- 
heard of  with  open  cholecystectomy. 
Unfortunately,  about  half  of  the  compli- 
cations are  undetected  at  the  time  of 
surgery.  An  additional  paradox  is  that 
health  expenditures  for  the  procedure  are 
greater  due  to  higher  surgeon  fees,  longer 
anesthesia  time,  and  expensive  new 
equipment.  Of  course,  in  ophthalmic 
surgery  we  have  no  such  parallels — or 
do  we? 


No  man  can  climb  out  beyond 
the  limits  of  his  own  character. 

Leaving  behind  a trail  of  battered 
and  intimidated  physicians,  and  at  least 
one  doctor  suicide,  lovable  Richard 
Kusserow  is  moving  to  the  private  sec- 
tor. Without  the  overwhelming  power  of 
the  omnipotent  HCEA  behind  him,  Mr. 
Kusserow  will  no  doubt  be  a congenial, 
outgoing,  harmonious  representative  of 
Strategic  Management  Associates,  a 
health  care  consulting  firm.  Roth  a ruck, 
Mr.  K.  Don’t  call  us.  We’ll  call  you. 


Addenda. 

A A retrospective  review  revealed  that 
ophthalmologists  had  the  highest  inci- 
dence of  needle-stick  injuries  among 
physicians. 

A Whatever  happens  to  you,  it  previ- 
ously will  have  happened  to  everyone 
you  know,  only  more  so. 

Aloha,  and  keep  the  faith. 

Its 
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Nuclear  Medicine  Teaching  File 

CAPTOPRIL  RENOGRAM  IN  RENOVASCULAR  HYPERTENSION 

Clinical  History:  43  year  old  female  with  headache,  accelerating  hypertension,  and  mild  azotemia. 


1.  Baseline  renogram  without  captopril  shows 
slightly  reduced  function  and  mild  delay  in  urinary 
clearance  on  the  right. 


2.  Captopril  renogram  prior  to  angioplasty.  Note 
exaggerated  delay  in  urinary  clearance  induced  by 
captopril  on  the  right,  consistent  with  renovascular 
hypertension.  Arteriography  showed  severe  fibro- 
muscular  dysplasia. 


101  C0UHT/T1HE<  “ )| 

RT  K LT  K 

500.^  1311  HIPPURflN-RENOQRflM 

(ENTIRE  KIDNEYS) 


3.  Renogram  without  captopril  following  angioplas- 
ty of  the  right  renal  artery.  Note  symmetrical  kid- 
ney function. 


4.  Captopril  renogram  after  angioplasty  shows  no 
further  evidence  for  renovascular  hypertension. 


Nuclear  Medicine  - Non-invasive,  physiologic  imaging 

PACIFIC  RADIOPHARMACY,  LTD. 


A JOINT  VENTURE  OF 

OUEEN'S  MEDICAL  CENTER,  KUAKINI,  SAINT  FRANCIS, 
STRAUB  AND  THE  HONOLULU  MEDICAL  GROUP 


You  shouldn't  have  to  play  a waiting 
game  with  your  bank.  And  you  don't,  at 
American  Savings  Bank. 

When  we  say  that 
medical  practices  can 
count  on  us  for  timely 
financing,  count  on  it.  Be- 
cause we  know  that  for 
small  and  midsize  busi- 
nesses, sooner  isn't  just  bet- 
ter, it's  critical. 

When  we  say  that  you 
can  expect  personalized  attention  from 
our  corporate  banking  people,  expect  it. 
So  you  can  focus  your  attention  on  your 
growing  practice. 


When  we  say  that  you  can  turn 
to  us  for  competitive  rates,  we're  not 
just  turning  a phrase. 
You'll  also  find  that  we 
can  beAnore  crea.tive, 
more  flexible.  So  you  can 
respond  to  opportunities 
more  quickly. 

Let  us  help  you  take 
your  business  in  the  right 
direction.  Call  our  Cor- 
porate Banking  Depart- 
ment at  539-7242. 

American  Savings  Bank,  your  small 
business  experts. 


American  Savings  Bankrse 
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n 1992,  MIEC’s  $18-million  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 


■ Financial  strength,  which  adds  more 
than  $15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


iSjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


lEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411 /Toll-free  (800)  227-4527/ Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 


(USRS  237-(>4()) 
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HMA  Council  Highlights  For  the  Council  Meeting  of  August  7,  1992 


Present:  S J Wallach,  J Chang,  A Don,  J Spangler,  J 
McDonnell,  C Kam,  F Holschuh,  L Howard,  P DeMare,  R 
Lee-Ching,  M Cheng,  H H Chun,  Walter  Chang,  W W L Dang, 
W Dang  Jr,  R Kimura,  C Wong,  K Brady,  H K W Chinn,  H 
Fong,  M Shirasu,  R Goodale,  J Betwee,  T Smith,  J Lumeng, 
H Percy;  HMA  staff:  J Won,  L Tong,  N Jones,  B Kendro,  J 
Estioko,  J Asato,  P Kawamoto,  C Sugita,  M Lindsey,  and  A 
Rogness,  recording  secretary. 

This  was  Marilyn  Lindsey’s  final  Council  meeting.  She 
retires  this  month  marking  the  end  of  1 6 years  of  dedicated 
service  to  the  HMA.  A small  presentation  was  made  to  her  by 
the  Council  and  a retirement  aloha  party  will  be  hosted  on 
Friday,  August  14. 

1.  Council  agreed  to  honor  Orlando  Watanabe,  retiring 
Administrator  for  the  State  Department  of  Labor  and  Indus- 
trial Relations,  Workers’  Compensation  Division,  during  the 
Presidential  Banquet  at  the  October  HMA  Annual  Meeting. 
Mr  Watanabe  has  been  responsive  to  the  HMA  point  of  view 
for  many  years. 

2.  Council  approved  the  Membership  Benefits 
Committee’s  recommendation  to  include  the  Honolulu  Sym- 
phony group  discount  program  as  an  additional  benefit  to 
HMA  members. 

3.  The  recommendation  of  the  Senior  Physicians  Com- 
mittee was  approved:  “The  Community  Research  Bureau 
should  be  activated  and  it  should  conduct  a study  to  review  the 
means  of  funding,  and  ultimately  to  utilize  its  funds  after 
actively  publicizing  to  HMA  membership  the  CRB’s  exist- 


ence, stressing  that  donations  to  it  are  tax  deductible.”  The 
Community  Research  Bureau  is  the  not-for-profit  50 1 (c)3  arm 
of  the  HMA,  established  in  1968. 

4.  The  HMA  Council  voted  to  support  the  efforts  of  the 
AMA  to  seek  revisions  to  the  Federal  Antitrust  laws  to  allow 
greater  involvement  by  a formal  organization  of  physicians  in 
all  areas  of  health  policy,  including  negotiation  of  reimburse- 
ment policies. 

5.  Council  authorized  President  Steve  Wallach  to  inform 
the  Governor’s  Blue  Ribbon  Panel  that  a medical  no-fault 
malpractice  system  is  not  the  solution  to  malpractice  reform. 

6.  Fred  Holschuh  attended  the  Governor’s  Committee  on 
HIV/AIDS  meeting  with  Julie  Gerberding,  MD,  MPH  from 
San  Francisco  and  reported  concerns  of  the  health  care  workers 
as  well  as  that  of  the  general  public  regarding  potential  expo- 
sure to  HIV/HBV  in  the  health  care  setting.  Both  mandatory 
and  voluntary  scenarios  were  presented  as  plans  for  disease 
control.  HMA  Council  leaned  toward  the  voluntary  policy 
developed  by  New  York  State  Department  of  Health  to  en- 
hance public  safety  and  prevent  discrimination  against  infected 
health  care  workers. 

7.  The  FDA  recently  issued  strict  regulations  and  penalties 
for  pharmaceutical  companies  that  provide  contributions,  gifts, 
or  advertising  to  those  who  attend  CME  programs. 

8.  HMA  will  contribute  a regular  column  in  Hawaii 
Parent  newsmagazine.  Dr  Jeanette  Chang,  HMA  president- 
elect, wrote  the  first  month’s  column  about  immunizations. 

Andrew  Don  MD 
HMA  Secretary 


A Medical  Record 


It  isn’t  often  that  a physician’s  span  of 
medical  practice  covers  60  years.  There- 
fore, the  Journal  is  honored  to  include  in 
its  pages  the  obituary  of  Sadaichi 
Kasamoto,  MD  of  Hilo  from  the  Hawaii 
Tribune  Herald,  and  the  eulogy  delivered 
by  his  colleague  Ruth  Matsuura,  MD  at  his 
funeral. 

Kasamoto’ s professional  career  was 
remarkable  in  that  he  was  the  first  one  of 
Japanese  ancestry  in  Hawaii  to  obtain  his 
medical  degree  from  a Mainland  school.  It 
also  reminds  us  that  the  history  of  medicine 
in  Hawaii  includes  a time  when  physi- 
cians, particularly  on  the  Big  Island,  owned 
their  own  small  hospitals  and  practiced  in 
them,  as  did  Sadaichi  Kasamoto. 


We  are  grateful  to  HMA  councilor 
Rodney  Matsubara  of  Hilo  for  giving  us 
this  opportunity  to  honor  one  of  our  own; 
Kasa  was  a member  of  the  Hawaii  County 
Medical  Society  and  the  Territorial  and 
then  the  State  Medical  Association  from  1 
January  1931  to  5 January  1990.  He  was 
also  a member  of  the  AMA. 

J I Frederick  Reppun  MD 
Editor 


Rodney  T West  MD,  a retired  physi- 
cian, a former  specialist  in  obstetrics  and 
gynecology  with  the  Straub  Clinic  and 
1963  president  of  the  Hawaii  Medical 
Association,  has  put  together  a book  which, 
with  the  help  of  Jan  Estioko  and  the  Tongg 
Publishing  Company,  he  hopes  will  be 
available  at  the  HMA's  1992  annual 
meeting.  The  proceeds  of  its  sale  Rod  has 
donated  to  the  HMA,  Red  Cross  and  Blood 
Bank  Hawaii. 

The  book  is  entitled  "Honolulu  pre- 
pares for  Japan's  attack:  May  1,  1940  to 
December  7,  1941 ". 

This  is  the  culmination  of  about  2 
years  of  work  on  Rod's  part,  including 
extensive  research.  It  is  a documentary  of 
the  far-seeing  efforts  of  Hawaii  physicians 
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For  the  many  faces  of  mild  hypertension 


vll 

[yli 

rR 

1 * * 

1 lid  1 

1 

Wj 

•The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

tConstipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  calan  SR. 

t Verapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hgl  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
j verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and  3rd- 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd-degree 
block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate  therapy. 
Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypoten- 
sion were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were  treated 
with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function  (in 
severe  dysfunction  use  about  30%  of  the  normal  dose)  or  Impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular  dys- 
trophy and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be 
necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmission. 
Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive  negative 
effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility:  there  have  been 
reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks  of  such 
combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only  with  caution 
and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur  when  either 
drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen  with  combined 
use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75% 
during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic 
cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The 
digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored. 
Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents. 
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References:  1.  Data  on  file,  Searle,  2.  Edmonds  D,  Wiirth  JP,  Baumgart  P,  et  al. 
Twenty-four-hour  monitoring  of  blood  pressure  during  calcium  antagonist 
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parameters.  Am  J Cardiol.  1990:66:131-151,  4.  Fagher  B,  Henningsen  N,  Hulth6n  L, 
et  al,  Antihypertensive  and  renal  effects  of  enalapril  and  slow-release  verapamil 
in  essential  hypertension.  EurJCIln  Pharmacol.  I990:39(suppl  1):S41-S43. 

5.  Schmieder  RE,  Messerli  FH,  Caravaglia  CE,  et  al.  Cardiovascular  effetts  of 
verapamil  in  patients  with  essential  hypertension.  Circulation.  1987;75;1030- 
1036.  6.  Midtbo  K,  Lauve  0,  Hals  0.  No  metabolic  side  effects  of  long-term 
treatment  with  verapamil  in  hypertension.  Anglology.  1988:39:1025-1029. 


Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administra- 
tion. Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial 
contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may 
result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  an  increased  sensitivity  to  lithium 
(neurotoxicity),  with  either  no  change  or  an  increase  in  serum  lithium  levels:  however,  it  may  also 
result  in  a lowering  of  serum  lithium  levels.  Patients  receiving  both  drugs  must  be  monitored 
carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin 
may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil 
may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and  increase  the 
plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate  the 
activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing):  dosage  reduction  may  be 
required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for 
2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic 
in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  Verapamil  is  excreted  in  breast  milk:  therefore,  nursing  should  be  discontinued  during 
verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens- Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gynecomas- 
tia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence. 
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Sadaichi  Kasamoto  MD 
March  28,  1902  - March  26,  1992 


This  evening  we,  the  family,  friends,  colleagues,  and  the 
countless  former  patients  of  our  late  beloved  Dr.  Sadaichi 
Kasamoto,  affectionately  known  to  many  of  us  as  “Kasa”,  are 
gathered  together  to  bid  him  farewell.  No  mere  words  or 
eulogy  can  even  begin  to  do  justice  to  the  full  stature  of  our 
beloved  Kasa.  We  can  only  stand  in  awe  and  reverence  as  we 
pay  our  collective  tribute  to  him  and  reflect  on  his  life  of  90 
years. 

Monday,  March  30,  was  “Doctor's  Day"  throughout  the 
nation,  a day  set  aside  to  recognize  and  express  appreciation 
and  gratitude  to  the  coips  of  people  in  the  healing  profession. 
I could  not  help  but  think  how  very  timely  and  appropriate  that 
day  was  in  the  life  of  Hilo  Ho.spital,  as  well  as  in  Hilo  itself, 
in  recognition  of  one  who  devoted  his  entire  lifetime  to  the 
service  of  bringing  healing  and  restoring  fullness  of  life  to  all 
who  looked  to  him  for  relief  from  their  suffering. 

Kasa's  life  was  completely  and  totally  committed  and 
dedicated.  He  spent  most  of  his  waking  hours  using  his  skills 
and  knowledge  for  the  sake  of  his  patients.  He  was  an 
outstanding  pioneer  role  model  to  the  rest  of  his  colleagues 
and  certainly  to  all  those  in  the  medical  profession,  setting 
high  standards  of  medical  care  we  are  continually  striving  to 
attain. 

1 am  sure  that  for  many  of  you  here  this  evening  just 
thinking  about  him  and  being  in  his  presence  brings  back 
floods  of  memories.  He  touched  the  lives  of  many.  His  efforts 
to  aid  the  community  exemplified  his  60  years  of  “Lionism”. 

We  are  here  to  commemorate  and  to  celebrate  the 
accomplishments  of  a life  given  in  service  and  lived  to  the 
fullest.  It  is  the  end  of  a colorful  era  that  enriched  the 
community  of  Hilo  and  the  State  of  Hawaii;  it  raised  the  level 
of  medical  care  throughout  his  60  years  of  medical  practice. 

Kasa,  in  one  of  those  rare  moments,  shared  with  me  a 
glimpse  of  his  early  years,  and  I cherished  those  precious 
moments.  In  1 979  our  medical  class  of  1 954  was  celebrating 
its  25th  class  reunion.  It  was  the  50th  class  reunion  for  Kasa. 
I tried  in  vain  to  persuade  him  that  we  should  go  together  to 
San  Francisco  to  the  University  of  California  Medical  School. 
He  would  not  leave  his  beloved  island  even  for  a short  time. 
It  was  then  that  he  told  me  how,  as  a young  man  in  his  early 
twenties,  born  and  raised  in  Laupahoehoe,  he  was  determined 
to  go  abroad  and  to  study  to  become  a medical  doctor.  He 
must  have  had  a steel-like  detennination  to  say  goodbye  to  his 
family  and  leave  the  security  of  his  home,  to  board  a barge 
with  the  ill-fated  cows  from  Parker  Ranch  at  Mahukona  and 
start  the  first  lap  of  his  long  journey  to  the  U.S.  mainland. 

He  did  2 years  of  undergraduate  work  at  the  University 
of  Pennsylvania,  attended  the  University  of  California  and 
then  went  on  to  the  University  of  California  Medical  School 
in  San  Francisco,  there  to  graduate  in  the  class  of  1 929.  He  did 
not  return  to  his  beloved  Hawaii  until  1 930.  He  had  resolutely 
turned  his  face  foiwai  d,  like  a m;m  who  puts  his  hand  to  the  handle 
of  the  plow  never  even  thinking  of  looking  back  but  ever  forward 
until  he  had  accomplished  his  goal  of  becoming  a fully  qualified 
Doctor  of  Medicine. 


I only  wish  we  had  an  ounce  of  his  stamina.  It  was 
practically  unheard  of  for  a person  of  Japanese  ancestry  to  be 
admitted  to  a school  of  medicine  in  California  at  that  time,  but 
he  attained  that  rare  distinction. 

He  returned  with  his  Mainland  wife,  the  former  Chie 
Yatabe,  sister  of  Dr.  Thomas  Yatabe,  a very  prominent 
dentist  in  Fresno,  California,  who  later  became  very  active  in 
the  National  Japanese  American  Citizens’  League.  Kasa  had 
the  distinct  honor  of  being  the  first  local  boy  to  attend  a 
Mainland  college  and  to  return.  From  that  day  forward,  he 
never  swerved  from  his  lifetime  commitment  to  bringing  his 
medical  skills  and  knowledge  to  his  beloved  community.  I 
am  sure  he  paved  the  way  for  many  others  to  follow  in  his 
giant  footsteps  in  studying  abroad. 

The  one  thing  that  impressed  me  most,  and  set  him  apart 
from  the  others,  was  his  genuine  friendliness,  gentleness  of 
spirit,  his  heart  of  gold  and  his  walk  of  complete  humility.  He 
was  friendly  and  jovial  to  everyone  who  worked  at  Hilo 
Hospital  from  the  person  cleaning  the  floors  to  the  adminis- 
trator. They  were  all  his  friends.  He  took  time  from  his  busy 
daily  schedule  to  visit  friends,  nurses  on  the  floors,  in  home 
health,  the  emergency  room,  in  medical  records  and  in 
practically  all  the  departments.  He  loved  teasing  the  nurses. 
Everyone  felt  comfortable  with  him  and  dearly  loved  him.  He 
never  failed  in  his  simple,  loving,  friendly  way  to  make  the 
day  brighter  for  everyone. 

He  faithfully  attended  all  of  the  7 o’clock  Saturday 
morning  sessions  of  the  education  program,  and  when  it  was 
over  he  never  forgot  to  wrap  up  whatever  he  had  left,  a half- 
eaten  doughnut  or  piece  of  pastry,  for  his  one-master  dog  who 
had  been  waiting  patiently  in  the  car. 

Kasa,  you  have  taught  us  so  much  about  living  a life  of 
total  dedication  and  commitment.  Your  patients  loved  and 
tmsted  you,  and  you  enjoyed  their  complete  confidence.  You 
enjoyed  life  to  the  fullest,  you  loved  and  were  loved  by  all 
your  friends.  You  touched  their  lives  with  humility  and 
genuine  concern,  practicing  the  highest  quality  of  medicine 
and  addressing  the  total  needs  of  your  patients.  Nothing  was 
too  insignificant  or  too  minor  to  escape  your  touch  of  life  and 
healing. 

During  one  campaign  year  when  I was  canvassing  your 
area,  you  noted  that  I was  limping.  You  saw  the  blister  on  my 
foot  and  you  did  not  let  me  go  until  you  had  dressed  it  with 
an  ointment  and  a Band-Aid.  I left,  much  more  comfortable 
and  able  to  complete  the  canvassing,  but  I was  moved  and 
touched  by  your  concern. 

Your  storehouse  of  treasures  and  rewards  in  heaven 
must  be  so  overflowing  that  I am  sure  there  is  no  room  to  hold 
it  all.  The  legacy  that  you  leave  for  us  to  follow  you  in  your 
footsteps  is  rich  and  immeasurable,  one  that  will  continue  to 
inspire  and  encourage  us  to  hold  high  the  torch  that  you  so 
diligently  carried  throughout  your  life.  May  yours  be  a well- 
deserved  rest  from  your  fmitful  labor  of  love.  Mahalo  to  you,  our 
beloved  Kasa.  We  will  miss  you  very  much.  You  will  remain 
alive  in  the  hearts  of  us  all. 
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. . . a hiding  killer 


Acral  lentiginous  melanoma: 
Case  studies  from  Kauai 


Jonathan  Chailes  MD* 

David  J Elpem  MD** 

Cutaneous  malignant  is  generally  regarded  as  a skin  caneer 
of  Caucasians.  However,  one  suhts'pe.  acral  lentiginous  mela- 
noma (ALM),  has  an  equal  distribution  among  all  ethnic  groups 
and  is  the  variant  most  common  in  non-Caucasians.  In  its  early 
stage  it  is  difficult  to  recognize  and.  unless  diagnosed  early,  has  a 
veiy  poor  prognosis.  Herein,  vvi*  present  3 cases  of  ALM  seen  on 
Kauai  in  1990. 

Introduction 

Cutaneous  malignant  melanoma  is  increasing  in  incidence  at 
an  alarming  rate.  If  this  trend  continues,  it  is  estimated  that  the 
incidence  of  melanoma  in  all  Americans  bom  in  the  year  2000  will 
be  1:90'.  This  estimate  apparently  refers  to  Americans  of  all  ethnic 
backgrounds,  thus  the  incidence  in  Caucasian  Americans  will  be 
substantially  higher  since  melanoma  is  at  least  twice  as  prevalent 
in  Caucasians  as  in  non-Caucasians. 

Melanoma  is  subdivided  into  4 clinicopathologic  types: 
Superficial  spreading,  nodular,  acral  lentiginous  ( ALM ) and  lentigo 
maligna  melanoma. 

ALM  affects  the  glabrous  or  non-hair-bearing  surfaces  of  the 
skin  and  includes  the  volar  aspects  of  the  hands  and  feet  and  the 
subungual  regions.  Superficial  spreading  and  nodular  melanoma 
may  also  affect  these  locations;  however,  ALM  is  the  most 
common  variant  at  these  sites.  Due  to  its  somewhat  concealed 
location,  it  may  not  be  recognized  until  in  an  advanced  stage. 

ALM  affects  Caucasians  and  non-Caucasians  to  the  same 
extent.  However,  the  overall  number  of  cases  of  melanoma  is 
much  less  in  non-Caucasians  so  the  relative  percentage  of  ALM  is 
higher  in  this  group. 

We  report  on  3 cases  of  ALM  all  seen  in  patients  of  pre- 
dominantly Filipino  ancestry  on  Kauai  during  1990. 

Case  Histories 

Case  1 is  a 66-year-old  Filipina  who  presented  to  her  family 
physician  with  what  appeared  to  be  an  area  of  infection  measuring 
8 mm  in  diameter  on  the  instep  of  the  sole  of  her  right  foot.  She 
was  treated  with  antibiotics;  however,  the  skin  lesion  did  not 
resolve.  The  clinical  impression  was  then  changed  to  a trauma- 
tized plantar  wart.  Wisely,  a skin  biopsy  was  performed;  a 
histologic  diagnosis  of  ALM  was  made  and  the  patient  underwent 
a wide  local  excision  with  grafting  (Fig  1 ).  There  was  no  evidence 
of  metastasis  and  the  patient  is  doing  well. 
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Case  2 is  a 49-year-old  Filipino/Hawaiian  man  who  pre- 
sented to  his  doctor  with  a 2 cm  dirty  ulcer  on  the  heel  of  his  right 
foot.  The  patient,  unable  to  give  a good  history,  stated  that  the  ulcer 
had  been  present  “for  1 0 years”  and  it  bothered  him  when  he  drove 
his  truck.  A biopsy  was  interpreted  as  ALM  (Fig  2).  The  patient 
is  currently  undergoing  further  treatment  elsewhere. 

Case  3 is  a 32-year-old  Filipina  who  presented  to  the  emer- 
gency room  complaining  of  tightness  in  her  right  foot  while 
jogging.  She  stated  that  a “mole”  had  been  present  on  her  left  4th 
toe  for  the  past  year.  She  had  lost  30  pounds  in  weight  in  the  past 
4 months  and  suffered  from  anorexia,  nausea  and  vomiting  during 
the  past  month.  Physical  examination  revealed  an  ulcerated,  dark- 
brown  nodule  on  the  dorsomedial  aspect  of  her  left  4th  toe  (Fig  3). 
She  had  multiple  subcutaneous  nodules  measuring  up  to  4 cm  in 
diameter  over  her  body.  A biopsy  confinned  the  clinical  suspicion 
of  ALM.  CT-scan  disclosed  metastases  to  the  eye  and  cerebrum. 
The  patient  died  one  month  later.  No  autopsy  was  performed. 

Discussion 

The  number  of  cases  of  melanoma  increases  every  year. 
Approximately  27,600  new  cases  of  melanoma  are  expected  to  be 
diagnosed  in  the  U.S.  this  year-.  The  5-year  survival  rate  in  the 
U.S.  has  improved  from  43%  in  the  1930s  to  83%  in  1983-. 
Despite  this  improvement,  mortality  has  more  than  doubled  over 
the  same  time  period  due  to  the  increase  in  the  incidence.  A 3-  to 
4-fold  increase  in  incidence  has  been  reported  in  the  20-year 
period  1960  to  1980;  for  example,  in  both  Japan  and  Hawaii^"*. 
This  increase  pertains  to  all  4 subtypes  of  melanoma. 


Fig.  1 - Case  1.  Wide  local  excision  of  plantar  ALM. 


(Continued  on  page  236)  >■ 
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In  the  mid-1970s,  RJ  Reed  categorized  ALM  as  a separate 
subtype  of  melanoma  based  on  its  anatomic  sites  of  predilection 
and  its  distinct  histology^  There  is  a great  ethnic/racial  variation 
in  the  percentage  of  melanomas  that  are  of  the  ALM  type.  It  is 
highest  in  Africans  and  African-Americans  (upward  of  76%)  and 
lowest  in  whites  (less  than  l()%)'’-^*‘^  '°.  The  remainder  of  the 
ethnic  groups  fall  between  these  extremes.  Of  note  is  the  fact  that 
Chinese,  Japanese,  Southeast  Asians  (including  Filipinos)  and 
Polynesians  are  predominantly  in  the  upper  portion  of  this  inter- 
mediate zone  of  distribution;  with  cases  of  ALM  ranging  between 
29%  to  74%  of  all  cases  of  melanoma  in  these  ethnic  groups 

ALM  has  a peak  age  incidence  in  the  seventh  decade  of  life 
in  man  and  in  the  sixth  decade  in  women'.  The  other  3 subtypes 
of  melanoma  are  linked  to  intermittent  sun  exposure  and  burning; 
however,  the  etiology  of  ALM  is  uncertain".  Neither  trauma  nor 
pigmented  nevi  appear  to  predispose  to  ALM^-*®  '-. 

Caucasians  are  most  prone  to  develop  melanoma  and  this 
predisposition  is  indirectly  proportional  to  the  amount  of  pigment 
in  the  skin.  For  instance,  the  incidence  is  highest  in  red-headed 
Caucasians  who  freckle  easily.  Blacks  and  other  darker-skinned 
races  have  a higher  percentage  of  distribution  of  melanomas  on  the 
palmar-plantar  surfaces,  although  the  actual  incidence  at  that  site 
is  very  similar  for  all  races  since  skin  in  these  areas  is  relatively 
depigmented.  Thus,  non-pigmented  skin  in  whites  and  non- 
whites is  the  most  likely  to  develop  melanoma. 

Plantar  melanoma  outnumbers  palmar  melanoma  by  a factor 
of  17:1  F.  In  its  early  stages  of  radial  growth,  it  appears  as  a 
variably  pigmented,  brown  macule  with  subtly  asymmetric,  ir- 
regular, notched  borders  (Fig  4).  This  stage  may  last  for  several 
months  or  years;  then,  there  occurs  a rapid  change  to  the  vertical 
phase  of  growth,  heralded  by  a dark  nodule  (Figs  1,3,5).  Since 
glabrous  skin  can  extend  medially  and  laterally  around  the  digits, 
ALM  also  ir.ay  arise  on  dorsolateral  surfaces  of  the  hands  and  feet 
(Fig  3,5).  Longitudinal  dark-striations  in  the  nail  bed  or  peri- 
onychium  (Hutchinson's  sign)  may  herald  a subungal  ALM. 

It  is  difficult  to  recognize  ALM  during  the  radial  growth 
phase  but  excisional  treatment  at  this  stage  offers  an  excellent 
prognosis.  During  radial  growth,  and  in  the  later  vertical  growth 
phase,  plantar  ALM  can  be  misdiagnosed  as  a nevus,  plantar  wart. 


Fig.  2 - Case  2.  Plantar  ALM.  High  power.  H&E  stain. 
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com,  callus,  infected  site  of  trauma  ( with  hemosiderin  deposition), 
hematoma,  pyofenic  franuloma,  or  even  a focal  area  of  gangrene. 
A high  index  of  suspicion  is  needed  to  make  the  diagnosis.  Any 
atypical  lesion  of  the  plantar  surface,  especially  one  with  irregular 
borders  or  ulceration,  should  be  biopsied. 

In  the  majority  of  cases,  ALM  has  a distinct  histologic 
appearance  (Fig  2).  There  is  marked  hyperplasia  of  atypical 
melanocytes  with  long  dendritic  processes  along  the  base  of  the 
epidermis.  Unlike  other  subtypes  of  melanoma,  there  is  usually 
little  if  any  migration  by  the  atypical  melanocytes  into  the  upper 
epidermis.  There  is  thickening  (acanthosis)  of  the  epidermis  and 
irregular,  wide  elongation  of  the  rete  ridges.  In  its  vertical  growth 
phase,  a predominance  of  atypical  spindle  cells  with  increased 
mitoses  extend  downward  into  a desmoplastic  dermis. 

The  prognosis  in  ALM  compares  favorably  with  other  subtypes 
of  melanoma  if  the  depth  of  invasion  is  minimal'  '^’'L  However, 
ALM  is  usually  diagnosed  rather  late  due  to  its  obscure  location 
and  ill-defined  appearance;  thus,  it  carries  an  overall  poor  prog- 
nosis. Blacks  have  a worse  prognosis  than  whites  with  5-  and  10- 
year  survival  rates  being  1 8%  and  1 8%  for  blacks  and  72%  and 
16%  for  whites* 'L  The  5-year  survival  rate  of  ALM  in  Japan, 
according  to  one  study,  was  29%  as  compared  to  39%  for  all 
melanomasL 

Prognostic  indicators  in  ALM  are  similar  to  that  in  other 
melanomas  and  include:  Depth  of  invasion  (Clark’s  dermal  or 
subcutaneous  level  of  invasion  and  Breslow’s  measured  depth  of 
thickness);  ulceration  (if  present,  it  carries  a worse  prognosis); 
stage  (involvement  of  lymph  nodes,  presence  of  distant  metastates); 
and  mitotic  rate  or  index  (an  increased  number  of  mitoses  lowers 
the  chance  of  survival)“  ‘''  'L 

The  depth  of  invasion  is  considered  to  be  the  prognostic  factor 
of  greatest  significance.  Both  Clark  level  I (tumor  confined  to  the 
epidermis  and  its  appendages)  and  Breslow  depth  of  invasion  less 
than  0.76  mm  carry  a 10-year  survival  rate  of  greater  than  95%-. 
According  to  the  staging  system  of  melanoma  by  the  American 
Joint  Committee  on  Cancer  (that  takes  into  account  depth  of 
invasion,  lymph  node  involvement  and  metastases),  the  5-  and  10- 
year  survival  rates  for  Stage  I (Clark  level  III  or  less;  depth  of 
invasion  less  than  1 .5  mm;  no  lymph  node  or  distant  metastasis) 


Fig.  3 - Case  3.  ALM  of  foot,  dorsomedial  extension. 
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are  97%  and  95%  respectively^ 

The  major  drawback  in  using  these  prognostic  criteria  for 
ALM  is  that  in  most  cases  the  level  of  invasion  into  the  soles  or 
palms  is  difficult  to  assess,  since  the  normal  increased  thickness  of 
the  epidermis  in  these  locations  exaggerates  the  true  Breslow 
depth  of  invasion.  There  also  is  poor  demarcation  between  the 
papillary  and  reticular  dermis  at  these  loci  with  little,  if  any, 
subcutaneous  fat  present  and  thus  assignment  to  the  Clark  level  is 
usually  arbitrary. 

The  treatment  of  ALM  is  wide,  local  excision  or  amputa- 
tion'-’'^. Elective  regional  lymph  node  dissection  (without  clinical 
evidence  oftumor  involvement)  is  generally  not  indicated.  Lymph 
node  dissection  is  not  recommended  in  the  case  of  widespread 
metastases. 

In  advanced  stages  chemotherapy,  immunotherapy  (most 
noteworthy,  interleukin-2),  hormonal  therapy  (melanocyte- 
stimulating  hormone  targeting  of  cytotoxic  agents),  and  fast 
neutron  therapy  are  used  in  a few  specialized  treatment  centers; 
however,  the  prognosis  at  these  stages  is  generally  very  poor. 
Melanoma  is  generally  regarded  as  radioresistant. 

Early  diagnosis  and  surgery  offer  the  best  chance  of  cure. 
Unfortunately,  as  illustrated  in  our  case  number  2 and  3,  patients 
may  not  be  aware  there  is  a lesion  on  the  sole  of  their  foot  and,  if 
so,  most  often  associate  it  with  trauma.  Soles  and  palms  should  be 
checked  during  a general  physical  examination.  If  a pigmented  or 
nonpigmented  lesion  with  the  diagnostic  criteria  suggesting  ALM 
is  discovered,  it  should  be  biopsied'L  Saida  and  Yoshida  recom- 
mend that  any  pigmented  lesion  on  the  sole  of  the  foot  greater  than 
7 mm  in  diameter  should  be  biopsied'".  This  biopsy  should  be 
wide  and  deep  enough  for  the  pathologist  to  be  able  to  interpret  the 
histologic  findings. 

All  melanomas  are  increasing  in  incidence.  ALM  is  elusive 
and  proportionately  fonns  a greater  percentage  of  melanomas  in 
non  whites.  Its  prognosis  is  worse  than  for  other  types  of 
melanoma.  Only  a careful  physical  examination,  a high  index  of 
suspicion  and  early  diagnosis  will  lower  its  high  mortality  rate. 


Fig.  4 - Plantar  ALM,  relatively  early  stage. 
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Fig.  5 - ALM  of  hand,  dorsomedied  extension. 
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and  organized  medicine  to  be  prepaied  in 
the  event  of  impending  war  at  a time  when 
Hawaii  was  a territory  of  the  U.S.,  way  out 
in  the  Pacific  ocean  and  when  communi- 
cation between  Washington  and  the  Pa- 
cific military  outposts  of  Pearl  Harbor, 
Schofield  Barracks  and  Wheeler  Air  Force 
Base  was  rather  erratic  and  slow.  This  bit 
of  medical  history  of  that  era,  now  50  years 
behind  us,  has  never  received  much  men- 
tion heretofore. 


It  was  not  possible  to  have  this  pub- 
lished by  Pearl  Harbor's  50th  anniversary 
last  year,  despite  Rod's  efforts,  but  it  will 
celebrate  the  5 1 st  remembrance.  Rod  West 
is  to  be  commended  for  his  considerable 
contribution  to  Hawaii's  history  and  for 
this  accolade  to  that  generation  of  Hawaii's 
physicians. 


A Mammogram: 


A Picture  That  Could 
Save  Your  Life 


If  someone  told  you  that  simply 
havingyourpicturetaken  could  save 
your  life,  would  you  do  it?  Of  course. 
A mammogram,  which  can  detect 
breast  cancer  in  its  earliest,  most 
treatable  stages,  is  just  that — a pic- 
ture— an  x-ray  of  the  breast  that  can 
save  your  life. 

One  in  9 women  will  develop 
breast  cancer  at  some  point  in  her 
life,  but  mammography  can  help 
you  beat  the  odds.  Here  are  3 key 
tips  from  the  National  Cancer  Insti- 
tute (NCI): 

When  you  turn  40,  have  a 
mammogram  every  1 to  2 years 
and,  when  you  turn  50,  have  one 
once  a year.  You  should  also  have 
annual  physical  breast  exams  by  a 
doctor  and  do  monthly  breast  self- 
exams. 

Ask  your  doctor  to  make  an  ap- 
pointment for  you  to  get  a 
mammogram  at  a quality  facility,  or 
call  a local  hospital  or  health  clinic  to 
arrange  an  appointment.  The  pro- 
cedure is  simple. 

Don't  fear  the  results  of  a 
mammogram.  For  those  women 
who  do  have  breast  cancer,  there 
are  several  effective  treatment  op- 
tions. Up  to  90  percent  of  these 
women  will  survive  breast  cancer 
when  it  is  found  and  treated  early, 
before  it  has  spread  beyond  the 
breast. 

If  you  have  any  questions,  call 
NCI's  toll-free  Cancer  Information 
Service  at  1 -800-4-CANCER. 


J 1 Fredrick  Reppun  MD 
Editor 
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A study  of  racial/ethnic-specific  mean  infant  birth-weights 
reported  on  1968  to  1972  live  birth-weight  certificates  for  Oahu, 
Hawaii  is  reviewed  here.  The  1983  to  1986  data  confirm  those 
earlier  results:  ( a ) The  Hawaiian  group  is  significantly  heavier  in 
mean  birth-weights  than  other  cohorts  during  the  preterm  period 
(33  to  36  weeks  gestational  age);  (b)  statistically  significant 
differences  also  were  present  in  mean  birth-weights  for  the  term 
and  post-term  periods  (37  to  45  weeks  gestational  age);  and  (c)  the 
ranking  of  cohorts from  heaviest  to  lightest  in  mean  birth-weights 
is  Caucasian,  Hawaiian,  Japanese  and  Filipino  respectively.  The 
data  raises  2 questions;  ( I ) Which  birth-weight  standards  are 
most  applicable  for  Asian  and  Pacific  Islanders;  and  ( 2 ) what  are 
the  implications  of  the  race/ethnic-specific  mean  birth-weight 
differences  relative  to  mortality,  morbidity^  and  developmental 
outcome  ? 

The  question  of  racial/ethnic  (R/E)-specific  differences  in 
birth-weight  and  the  implications  for  R/E-specific  infant  mortality 
and  morbidity  is  a clinically  important  problem  relative  to  Hawaii  ’ s 
diverse  population'.  A number  of  studies  have  examined  R/E- 
specific  birth-weights  for  Asian  and  Pacific  Island  groups. 

Connor  et  aP,  based  on  single  births  in  1952  to  1953  in 
Hawaii,  reported  the  following  order  of  median  birth-weights  in 
grams:  Caucasians  3,364,  Part-Hawaiian  3,305,  Korean  3,276, 
Hawaiian  3,272,  Puerto  Rican  3,239,  Chinese  3,238,  Japanese 
3,220  and  Filipino  3,1 17. 

Morton  et  aP  examined  the  genetic  effects  of  outcrossing  on 
first  generation  hybrids  in  the  State  of  Hawaii  for  the  years  1958 
to  1966.  Relative  to  mean  birth-weights,  their  results  showed  that 
both  Caucasians  and  Hawaiians  had  the  heaviest  infants  and 
Japanese  and  Puerto  Ricans  had  the  lightest. 
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Mean  birth-weights  in  a series  of  single,  livebom,  Chinese 
babies  from  Taiwan  were  compared  with  a series  of  white  Ameri- 
can babies  by  Lin  and  EmanueP.  The  Chinese  babies  were  clearly 
smaller  than  the  white  American  babies.  Although  the  intrauterine 
growth  standards  for  American  infants  were  expected  to  exceed 
those  for  Chinese  infants,  the  gestational,  age-specific  birth- 
weights  in  the  American  series  were  within  or  below  the  confi- 
dence limits  for  the  Chinese. 

After  controlling  for  the  effects  of  22  factors,  Shiono  et  aP 
reported  differences  in  birth-weights  among  Asians  (as  a group), 
blacks,  Hispanics  and  white  groups  in  California.  In  comparison 
with  whites,  they  estimated  the  relative  mean  differences  in  birth- 
weight  as  -246g  in  blacks,  -210g  in  Asians,  as  a group,  -105g  in 
Hispanics  and  -I40g  in  all  others. 

Purpose 

Preliminary,  exploratory,  statistical  comparisons  of  birth- 
weights  recorded  on  live  birth  certificates  for  the  island  of  Oahu, 
State  of  Hawaii,  for  the  years  1 968  to  1 972  have  led  to  several 
substantive  exploratory  hypotheses.  The  1968  to  1972  data  were 
based  on;  (a)  Single  births  of  at  least  500g  infants  and  (b) 
gestational  ages  between  24  and  46  weeks.  Parental  R/E  was  self- 
reported  at  the  time  of  birth  with  only  one  R/E-designation 
pennitted.  The  reported  R/E  of  the  mother  was  classified  into  4 
groups;  Caucasian  (N=  18,756),  Filipino  (N=5,856),  Hawaiian 
(N=7,524)  and  Japanese  (N=6,802).  Not  included  in  any  analyses 
were  the  Chinese,  who  constituted  too  small  a sample  for  intensive 
analysis,  and  the  “others”  who  represented  too  diverse  a population. 

The  exploratory  hypotheses  revealed  significant  R/E-spe- 
cific  mean  birth-weight  differences  throughout  the  gestational 
period  of  24  to  46  weeks:  Hawaiian  and  Japanese  in  the  late 
prenatal  period,  and  Caucasian  and  Filipino  in  the  term  and  post- 
term periods,  had  heavier  and  lighter  babies,  respectively. 

Our  present  study  evaluates  the  previously  developed  hy- 
potheses as  compared  with  State  of  Hawaii  1983  to  1986  live  birth 
certificate  data.  Hypothesis  I:  The  birth-weights  of  Caucasian, 
Filipino  and  Japanese  newborns  statistically  are  different  for 
gestational  ages  during  the  preterm  period  of  24  to  36  weeks. 

Hypothesis  II:  The  birth-weights  of  Caucasian,  Filipino  and 
Japanese  newborns  are  statistically  different  for  each  gestational 
age  during  the  term  ( 37  to  4 1 weeks)  and  post-term  (4  to  46  weeks) 
periods.  Specifically,  the  Caucasian  newboms  are  statistically 
larger  than  Filipino  and  Japanese  newboms,  but  there  is  no 
statistical  difference  between  the  Filipino  and  Japanese  newboms. 


(Continued  on  page  244 )>■ 
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RACE,  ETHNICITY  AND  BIRTH-WEIGHT  (Continued  from  page  242} 


Methods 

Design 

The  design  was  a retrospective,  comparative,  population 
analysis  of  the  effect  of  maternal  R/E  on  the  birth-weight  of 
infants. 

Subjects 

The  study  cohorts  which  conformed  to  the  earlier  set  of 
requirements  were  Caucasian  (N=  15,978),  Filipino  {N=7,959), 
Hawaiian  (N=9,856)  and  Japanese  {N=7,052). 


Procedure 

The  classified  and  coded  variables  taken  from  each  birth 
certificate  are  shown  in  Table  1.  Two  calculated  variables  were 
parity  and  the  socioeconomic  status  of  the  mother’s  census  tract  of 
residence  (SESMCT).  Parity  was  defined  as  the  number  of  live 
births  and  was  calculated  based  on  the  children  previously  bom 
and  still  alive,  plus  previously  bom  alive  but  now  dead  plus  the 
current  delivery.  The  SESMCT  was  computed  by  the  use  of 
Wegner’s^  fomtula;  SESMCT  = ((Education  z score  -i-  Income  z 
score )/2)  X 3 -i- 1 0.  All  of  these  variables  were  used  in  the  analyses 
as  possible  extraneous  determinants  of  variations  in  the  dependent 
variable  birth-weight. 

Analysis 

The  percent  birth-weight  of  Filipino  mean  birth-weights 
relative  to  Caucasian,  Hawaiian  and  Japanese  mean  birthweights 
was  calculated. 

Gestational  age-specific,  step-wise  multiple  regression 
analysis  was  perfomied  with  each  of  the  4 R/E  groups  to  detemiine 
the  effect  of  the  birth  certificate  variables  on  weight  at  birth.  This 
approach,  though  different  from  that  used  in  the  fomier  study,  was 
( a)  considered  more  likely  to  detect  the  effects  of  any  confounding 
variables  linked  to  an  individual  R/E  cohort,  and  (b)  as  a result,  the 


TABLE  1.  Classified  and  Coded  Variable® 

1 

Birth  Weight 

(BIRTHWT) 

2 

Complication  of  Pregnancy 

(COMPREC) 

3 

Congenital  Anomaly 

(CONANOMl) 

4 

Condition  on  illness  that  affects  the  current  pregnancy 
(CONILLNS) 

5 

Father's  Age  

(DADACE) 

6 

Date  of  Birth  (year) 

(DOBYR) 

7 

Education  of  Father 

(EDUCDAD) 

8 

Education  of  Mother 

(EDUCMOM) 

9 

Gestational  Age 

(CESTAGE) 

10 

Legitimacy 

(LEGTMACY) 

11 

Mother's  Age 

(MOMACE) 

12 

Month  Prenatal  Care  began 

(MOPNATAL) 

13 

Mother's  Place  of  Residence  (census  tract) 
(MPORCT) 

14 

Father's  Race 

(RACEDAD) 

15 

Mother's  Race  

(RACEMOM) 

16 

Total  Number  of  Prenatal  Visits 

(TOTNOPNV) 

17 

Previous  Delivery  Born  Alive 

(PRDBALIV) 

18 

Previous  Delivery  Born  Alive  Now  Dead 
(PRDBALDE) 

GESTATIONAL  AGE  (24-46  WEEKS) 


variable  also  was  evaluated  relative  to  the  total  group.  A variable 
was  considered  to  have  a significant  effect  on  birth-weight  if  its 
regression  coefficient  was  statistically  significant  (p<0.05)  and 
explained  at  least  20%  of  the  variance  of  birth-weight,  (partial 
R-0.20). 

All  variables  having  a significant  effect  on  birth-weight  in 
each  R/E  cohort  were  employed  as  a set  of  covariates  in  an  analysis 
of  covariance*  procedure  to  isolate  the  effect  of  maternal  R/E  on 
the  birth-weight  of  the  infant.  For  the  gestational  ages  where  the 
regression  procedure  produced  no  significant  covariates,  an  analysis 
of  variance  procedure  was  used.  When  the  2 procedures  indicated 
a significant  difference  in  birth-weight  among  the  maternal  R/E 
groups,  the  Duncan  Multiple  Range  Test  was  used  to  detect  the 
individual  group  differences  in  birth-weights.  All  calculations 
were  performed  using  the  preprogrammed  computerized  Statisti- 
cal Analysis  Procedures  (SAS)®. 


Results 

Filipino  infants  of  gestational  age  of<33  weeks  generally 
have  a larger  mean  birth-weight  than  Caucasian  infants.  For  a 
gestational  age  <5  weeks  the  converse  is  tme.  Hawaiian  mean 
birth-weights  appear  to  be  generally  larger  than  Filipino  mean 
birth-weights  throughout  the  late  prenatal  gestational  period.  The 
Japanese  mean  birth-weights  fluctuated;  they  appeared  to  be 
slightly  lower  at  24  to  33  weeks  and  then  were  comparable  to  the 
Filipino  weight  levels  at  34  to  46  weeks. 

The  covariance  and  variance  procedures  described  above 
indicated  that  the  observed  differences  in  mean  birth-weights 
among  the  4 groups  were  statistically  significant  at  28  weeks 
gestational  age  and  at  every  gestational  age  <33  weeks  (Figure  1 ). 
(The  results  of  the  Duncan  Multiple  Range  Test  are  available  on 
request  from  the  authors,  as  well  as  the  R/E  and  gestational  age- 
specific,  mean  birth- weight  data.) 


( Continued  )>• 
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It's  the  right  decision  for  me 
and  for  my  patients. 


HMSA  offers  health  care  providers  like 
Dr,  Hartman,  a gastroenterologist  in  Honolulu, 
some  very  good  reasons  for  joining  our 
Participating  Provider  Program.  Reasons  like  the 
competitive  advantage  he  has  with  access  to  our 
more  than  600,000  members  — 90%  of  whom 
choose  Participating  Providers.  Or  the  payments 
that  he  receives  directly  and  promptly  from 
HMSA  — that  helps  his  cash 
flow  and  eases  his 
administrative  expenses. 

Like  Dr.  Hartman,  when 
you  participate  with  HMSA, 


S Blue  Cross 
fj  Blue  Shield 

« of  Hawaii 


you  can  depend  on  our  staff  to  provide 
courteous  and  professional  service.  And  your 
patients  benefit  by  knowing  in  advance  what 
their  out-of-pocket  costs  will  be.  They  feel  secure 
that  you  and  HMSA  are  working  together  to  keep 
those  costs  under  control. 

If  you  care  about  your  patients’  health  care 
and  its  cost,  being  an  HMSA  Participating 

Provider  makes  sense.  For 
more  information  on  HMSA’s 
Participating  Provider 
Program,  call  973-7700  on 
Oahu  or  your  local  HMSA  office. 


HMSA 


With  you  all  the  way. 
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Discussion 

This  systematic  replication  confirms  the  R/E-specific  birth- 
weight  differences  previously  reported  from  1968  to  1972  live 
birth  certificates.  The  significantly  greater  mean  birth-weight  at  28 
weeks  in  the  Filipino  cohort  is  in  line  with  the  earlier  observation. 
Likewise,  the  Hawaiian  cohort  is  significantly  heavier  for  gesta- 
tional ages  34  to  36  weeks.  In  light  of  these  findings,  Hypothesis 
1 is  accepted. 

The  emergence  of  a splitting  factor  at  about  36  weeks  of 
gestational  age  also  clearly  identifies  dominant  R/E  group  dif- 
ferences. The  temi  and  post-tenn  results  confimi  the  early  results 
and  therefore.  Hypothesis  II  is  also  accepted.  In  terms  of  statistically 
significant  differences  the  cohort  ranking  from  heaviest  to  lightest 
mean  birth-weight  weights  is  Caucasian,  Hawaiian,  Japanese  and 
Filipino. 

As  in  the  1968  to  1972  exploratoi^  study,  the  analyses 
controlled  for  most  of  the  known  multifactorial  determinants 
which  are  associated  with  variations  in  birth-weight'°.  In  accept- 
ing the  clear  demarcation  of  R/E  differences  in  birthweight,  there 
are  several  extenuating  factors  which  must  be  evaluated;  Eirst,  the 
possibility  of  errors  related  to  calculations  of  gestational  age  and 
measurements  of  weights  at  the  time  of  birth,  as  well  as  factors 
associated  with  inclusion/exclusions  in  the  newborn  samples; 
second,  the  reliability  of  self-reported  parental  R/E  identity;  third, 
the  lack  of  data  on  maternal  size,  weight-gain  during  pregnancy 
and  substance  abuse. 


These  are  all  variables  with  a definite  impact  on  birthweight 
and  are  not  recorded  on  the  birth  certificate.  The  effect  of  weight- 
gain  during  pregnancy  on  birth-weight  in  this  population  cannot 
be  estimated.  The  use  of  tobacco  and  alcohol  by  the  mother,  as  well 
as  inadequate  nutrition,  have  been  shown  to  have  a detrimental 
effect  on  birth-weight  of  the  infant  Hatch  and  Bracken'^ 

state  that  studies  on  the  use  of  marijuana  by  the  mother  have  been 
inconclusive.  Cocaine  use  by  the  mother  has  been  shown  statis- 
tically to  reduce  the  birth-weight  of  the  infant'^.  Shiono  et  aF 
concluded  that  factors  such  as  maternal  smoking  and  alcohol  use 
during  pregnancy,  the  sex  of  the  child  and  maternal  weight-for- 
height  percentile  were  “insufficient”  to  explain  their  recorded  R/ 
E differences.  With  reference  to  the  data  at  hand,  McLaughlin  et 
al  report  that  Caucasians  and  Hawaiians  have  a significantly 
higher  rate  of  drug  use  than  Eilipino  and  Japanese  mothers.  This 
leads  to  the  conjecture  that  the  observed  differences  in  mean  birth- 
weights,  especially  during  the  preterm  period,  might  be  even 
greater  if  drug  use  was  an  extraneous  variable  in  the  analysis. 

Conclusion 

In  conclusion,  the  result  of  these  analyses  of  certificates  of 
live  births  in  Caucasian,  Eilipino,  Hawaiian  and  Japanese  groups 
raises  2 important  questions  for  future  research:  ( 1 ) What  birth- 
weight standards  are  most  applicable  for  Asian  and  Pacific  Islanders; 
and  (2)  what  are  the  implications  of  the  R/E-specific  mean  birth- 
weight differences  relative  to  mortality,  morbidity,  and  develop- 
mental outcome'.^ 

(Continued  on  page  249)  >• 


FLIGHT  SURGEONS 

WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 
Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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NUCLEAR  MEDICINE  TEACHING  FILE 

Technetium  HMPAO  SPECT  Brain  Imaging 


Tc-HMPAO  crosses  the  intact  blood-brain  barrier  and  is  incorporated  into  metabolically  active  brain  cells  in 
proportion  to  blood  flow.  Brain  imaging  with  Tc-HMPAO  can  demonstrate  cerebral  infarction  immediately  after  the 

acute  event,  well  before  CT  changes  are  evident. 


1.  CT  study  in  this  71  year  old  female 
shows  a small  infarct  of  indeterminate 
age  in  the  left  parietal  lobe. 


2.  HMPAOP 

O scan  on  the  same  day  shows  a large 
right  middle  cerebral  artery  infarct  (large 
arrow)  in  addition  to  the  left  parietal  lobe 
infarct  small  arrow). 


3.  Transaxial  view  showing  an  infarct  of 
the  right  frontal  lobe  and  right  basal 
ganglia  in  this  70  year  old  female  with  left 
sided  weakness  and  confusion. 


4.  Coronal  view  in  the  same  patient. 


Nuclear  Medicine  — Non-invasive,  physiologic  imaging 


PACIFIC  RADIOPHARMACY,  LTD. 

A JOINT  VENTURE  OF 

QUEEN’S  MEDICAL  CENTER,  KUAKINI,  SAINT  FRANCIS, 
STRAUB  AND  THE  HONOLULU  MEDICAL  GROUP. 


The  most  flexible  people 
in  the  equipment  leasing  business. 

Need  an  equipment  lease?  The  folks  at  GECC  will  bend  every  which  way 
to  see  that  you  get  one. 

First,  we  look  at  the  situation  from  your  point  of  view.  Only  then  do  we 
put  together  a financing  package  that’s  tailor-made  to  fit  your  company. 

And  stretch  your  money  to  its  maximum  value. 

But  who  knows?  Together  we  may  decide  an  equipment  lease  is  not  the 
wisest  move  for  you. 

Not  to  worry. 

We’re  just  as  flexible  with  our  ' 


equipment  loans. 


GECC  Financial 


1=^ 

fOUAl  HOUSMC 
LENDER 


Member  FDIC.  GECC  Hawaii  Leasing  is  a division  of  GECC  Finaneial 
a unit  of  General  Electric  Capital  Corporation.  700  Bishop  Street,  9th  Floor;  527-8333 


Prescription  drugs  for  the  indigent 


The  Pliamiaeeiitical  Maiui- 
ractiiror’s  Association  has  come 
out  with  a 1*^92  Directory  ol'the  Prescription  Drug  Indigent 
Programs.  This  Directory  is  available  free  to  every  practicing 
physician — particularly  to  tliose  in  Hawaii  wlio  see  DHS 
clients,  those  under  SHIP  and  any  of  the  poor,  the  near-poor, 
the  under-  and  the  uninsured  patients.  It  is  also  free  for  the 
asking  by  all  medical  facilities.  It  can  be  obtained  from  your 
visiting  drug  reps  or  from  the  PM  A,  1 100  l.'ith  St  NW, 
Washington  DC  20005. 

There  is  no  better  way  to  introduce  it  to  your  attention  than  to 
reproduce  herewith  its  “Introduction”: 


The  research-based  pharmaceutical  industry  has  had 
a long-standing  tradition  of  providing  prescription  medi- 
cines free  of  charge  to  physicians  whose  patients  might  not 
otherwise  have  access  to  necessary  medicines. 

To  make  it  easier  for  physicians  to  identify  the  growing 
number  of  programs  available  for  needy  patients,  the 
Pharmaceutical  Manufacturers  Association  has  created  a 
pilot  program  consisting  of  two  components: 


• This  directory  lists  59  prescription  drug  indigent 
programs  that  are  provided  by  our  member  compa- 
nies. The  programs  are  listed  alphabetically  by  com- 
pany. Under  the  entry  for  each  program  is  information 
about  how  to  make  a request  for  assistance,  what 
prescription  medicines  are  covered  and  some  basic 
eligibility  criteria. 

• Physicians  will  also  be  able  to  obtain  up-to-date 
information  for  using  a toll-free  PMA  hotline: 


1-800-PMA-1NFO 


When  physicians  provide  the  operator  with  the 
name  of  the  prescription  medicine  they  require,  the 
operator  will  refer  the  physicians  to  the  appropriate 
company  programs. 

While  these  programs  of  America’s  pharmaceuti- 
cal research  companies  are  an  indispensable  safety 
net  for  the  neediest  patients,  they  cannot  be  expected 
to  solve  the  larger  national  problem  of  access  to 


medical  care,  including  prescription  drugs.  The  phar- 
maceutical industry  will  continue  to  work  cooperatively  with 
those  seeking  public  and  private  sector  solutions  to  these 
larger  problems. 

Thi.s  is  an  impressive  effort  on  the  part  of  59  PMA  members. 
We  have  scanned  the  booklet  and  have  noted  that  many  of  the  more 
commonly  used  prescription  drugs  are  listed  under  their  maker's 
name. 

There  has  been  some  criticism  directed  at  the  requirement  that 
each  manufacturer  must  be  contacted  through  an  800  number 
individually;  calls  to  the  PMA  will  refer  the  caller  to  contact  the 
particular  drug  company.  This  is  quite  understandable  because 
each  manufacturer  has  specific  instructions  that  vary  greatly  one 
from  the  other. 

We  note  with  pleasure  and  commend  two  companies:  ( 1 ) 
Smithkline  Beacham  Phamiaceuticals  for  its  Indigent  Patient 
Program  that  requires  a bare  minimum  of  eligiblity  requirements; 
and  (2)  the  Upjohn  Company's  program  that  is  even  less  restric- 
tive— in  fact  it  allows  the  physician  to  do  it  all  via  its  local  drug  rep! 

We  also  have  noted,  with  approval,  that  the  person  respon- 
sible in  nearly  all  instances  is  the  patient’s  physician.  It  may  be  an 
onerous  task — some  of  the  social  work  can  be  delegated  to  staff, 
of  course — but  the  responsibility  is  the  PMD’s.  This  approach  is 
a compliment  to  the  physician’s  status  as  the  patient’s  advocate. 

Our  emphasis  on  a minimum  of  restrictions  with  which  the 
PMD  must  contend  does  not  detract  from  the  pharmaceutical 
companies’  insistence  on  detailed  information  about  the  patient’s 
real  need  for  the  medication,  which  the  patient  might  otherwise  not 
obtain,  for  a great  number  of  reasons  that  are  mostly  the  result  of 
the  inordinate  cost  of  drugs  these  days.  We  are  all  aware,  as 
practicing  physicians,  that  prescribing  a medication  does  not 
automatically  mean  the  patient  will  get  it  tilled,  much  less  follow 
the  instructions. 

As  professionals,  we  have  an  obligation  not  only  to  become 
aware  of  this  noble  action  by  the  pharmaceutical  industry  and  to 
make  use  of  its  programs,  but  also,  as  Marion  Merrell  Dow  Inc 
states;  “Physicians  are  encouraged  to  participate  in  the  spirit  of 
this  partnership  by  also  providing  their  services  free  of  charge.” 

J I Frederick  Reppun  MD 
Editor 
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Maka  O Ke  Kauka 


Russell  T.  Stodd  MD 


Successful  and  fortunate 
crime  is  called  virtue. 

No  matter  the  HCFA  departure  of 
Gail  Wilensky  (she  was  kicked  upstairs  to 
become  the  President's  “health  adviser"), 
the  Medicare  Cataract  Global  Rate  Pre- 
fened  Provider  Project,  which  is  her  brain 


child,  has  cleared  another  hurdle.  The 
American  Academy  of  Ophthalmology 
suit  to  stop  the  project  was  denied  by  a 
Cleveland  U.S.  District  Court  judge.  The 
AAO  will  appeal. 

HCFA  hopes  to  make  final  site  selec- 
tions in  Dallas  and  Cleveland  this  fall,  and 


Phoenix  should  follow  by  the  end  of  the  year. 

Provisions  of  the  demo  project  clearly 
violate  the  Medicare  fraud  and  abuse  stat- 
ute. as  it  applies  to  the  doctor  in  the  trenches, 
but  HHS  is  permitted  a waiver.  The  court 
noted,  “testing  alternative  payment  meth- 
ods is  a legitimate  government  purpose.” 
Another  example  of  sauce  for  the  goose 
and  guano  for  the  foot  soldiers.  And  as  for 
the  few  who  are  bidding  to  swim  with  the 
alligators,  the  words  of  B.  Franklin  echo, 
“They  that  give  up  essential  liberty  to 
obtain  a little  temporary  safety  deserve 
neither  liberty  nor  safety.” 

Honor  a physician  with  the  honor 
due  unto  him. 

After  years  of  devoted  leadership, 
great  attention  to  duty,  plus  a constant 
sense  of  fairness,  good  will  and  tact.  Dr 
Bruce  Spivey  is  moving  on  from  his  post 
as  executive  director  of  the  American 
Academy  of  Ophthalmology.  Dr  Spivey 
has  seen  immense  changes  during  his 
tenure;  The  medical  definition  of  our  orga- 
nization split  into  ophthalmology  from 
EENT:  The  field  of  practice  has  been 
politically  invaded  by  pretenders:  The  ethi- 
cal prohibition  on  self-promotion  has  dis- 
appeared: The  eye  surgeon  as  technical 
clinician  has  aggrandized  to  nearly  over- 
shadow the  academician  and  the  entire 
reimbursement  scheme  for  professional 
seiwices  has  been  restructured.  Dr  Spivey 
can  depart  with  a great  sense  of  accom- 
plishment. pride  in  ajob  well  done,  and  the 
comfort  of  reflecting  on  the  gratitude  and 
best  wishes  of  his  colleagues.  He  will  be 
missed. 

The  dispensing  of  injustice  is 
always  in  the  right  hands. 

Diagnosis,  therapy  and  quality  of  care 
are  standards  for  all  practitioners  of 
medicine.  Failure  to  measure  up  may  re- 
sult in  sanction,  license  suspension,  and/or 
legal  action.  But  what  about  the  PRO  that  ( 
monitors  your  work? 

Peer  Review  Organizations  and  their 
physician  reviewers  continue  to  enjoy 
absolute  immunity  from  legal  action  stem- 
ming from  their  quality-of-care  rulings.  A 
Missouri  physician  brought  suit  against 

(Continued  on  page  253)  >■ 


Wouldn’t  It  Be  Great 
If  You  Came  With 
A Lifetime  Warranty? 


If  you  were  stamped  out  like  cars  or  computers,  you’d 
probably  carry  a warranty.  But  you  don’t  spin  off  a production 
line.  And  you  don’t  come  with  a lifetime  guarantee.  In  fact, 
your  chances  of  becoming  sick  or  hurt  — and  forced  out  of 
work  — are  alarmingly  high.  About  one  in  four  to  be  precise.’* 
You  may  not  come  with  a lifetime  warranty,  but  you  can 
protect  your  income  against  the  threat  of  disability  with 
coverage  from  Mutual  Of  New  York.  Call  us  today. 

'Health  Insurance  Association  of  America 

mel  r.  hertz,  MBA,  CFP 
1 001  Bishop  St.,  Pacific  Tower  Ste.  2800 
Honolulu,  HI  96813  (808)  599-4504 

MfjMr 

Mutual  Of  New  York 

The  Mutual  Life  Insurance  Company  of  New  York,  New  York,  N.Y. 
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Doctor:^  Dear  Doctor:  Dear  Doctor:  Dear  Xfoctor:  Dear  Doctor:  Dear  Doctor: 
^ -DEAR  DOCTOR- 

What  did  it  cost  your  practice  to  implement  the  new  HCFA  1 500  claim  form?  Is 
your  staff  stressed  out?  Did  your  computer  system  survive  all  the  insurance  changes 
in  1992? 

/ 

Most  vendors  of  medical  biUing  software  promise  you  freedom  from  paperwork 
and  more  time  for  patient  care. 

But  you  still  have  to  learn  how  to  use  their  software,  register  patients,  enter  ^ 

charges  and  payments,  print  claims,  print  statements,  print  reports,  stock  forms,  do 
backups,  etc...  ■ 

s 

Then,  when  insurance  companies  make  changes,  you  have  to  contact  the  software 
vendor  to  make  the  necessary  enhancements  (not  to  mention  probably  paying  for 
them!). 

We  at  Hawaii  Patient  Accounting  Services  (HPAS)  know  there  is  a better  way: 


Here’s  what  YOU  do 

Provide  up-to-date  patient 
registration  information 

Provide  a completed  charge  tag 
for  each  patient  encounter 

See  more  patients 
Enjoy  your  leisure  time 


Here’s  what  WE  do 


Register  your  patients  and  enter  charges, 
payments  and  adjustments  in  our 
state-of-the-art  billing  system 

File  insurance  claims  weekly  (electronically  to 
HMSA,  Medicaid,  and  Medicare) 

Post  insurance  payments  (electronically  from 
HMSA  and  Medicaid) 

Mail  cycle  billing  statements  to  patients  after 
their  insurance  has  paid 

Resubmit  claims  when  they  are  rejected  or 
lost  by  the  insurance  company 

Answer  your  patients’  billing  inquiries 

Provide  weekly  and  monthly  practice 
management  reports 

Generate  automatic  custom  collection  letters 

Assign  delinquent  accounts  to  collection 
agencies  electronically 

Provide  rates  and  reimbursement  consulting 

Charge  you  a reasonable  fee,  probably  less 
than  what  it  currently  costs  you  perform 
these  same  tasks  yourself 


So,  whether  you  do  your  billing  manually  or  you  already  have  a computerized 
billing  system,  you  owe  it  to  yourself  to  consider  HPAS. 

Hawaii  Patient  Accounting  Services 

April  Wolfe  • Assistant  General  Manager 
86-260  Farrington  Highway,  Waianae,  HI  96792 

(808)  696-1547 
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Dear  Doctor:  \Dear  Doctor:  Decw  Doctor:  Dear  D€H:tor:  Dear  Doctor:  Dear  Do<kor:  * Dear  Doctor:  Dear 


Listen 
to  your 
heart. 

Sandra  called  me  on  the 
way  to  work  to  remind 
me  about  our  family 
dinner  tonight. 

Emily  left  a message 
on  my  AMS:  ‘Hove 
you,  Daddy’ 

I called  her  back  and 
said,  ‘I  love  you,  too.’ 

Nothing  feels  better 
than  keeping  in  touch. 

Island-wide  coverage. 
Personalized  service.  And 
more  cellular  options  to 
meet  your  communication 
needs.  At  Honolulu 
Cellular,  we  know  phones 
aren’t  just  for  business 
any  more.  Because  some 
things  are  too  important 
to  lose  touch  with. 

Discover  the  communi- 
cation choice  you  can 
depend  on. 

Only  at  Honolulu  Cellular. 


Hawaii’s  Ceiluiar  Leader 


1161  Kapiolani  Boulevard/ 545-4765  • Grosvenor  Center,  737  Bishop  Street/ 528-61 61  • 98-1238  Kaahumanu  Street,  Suite  100 /487-CELL 


MAKA  ()  KK  KAllKA 

(ComiiiiieJ  from  pct^c  250} 


two  PROs  and  their  physician  iiicmbcrs 
alleging  violation  of  LIS.  and  Missouri 
constitutions,  antitrust  laws  and  the  fed- 
eral RICO  act.  The  Snprenie  Court  de- 
cided not  to  review  the  appeals  court 
ruling,  which  pro\  ided  that  PROs  are 
imimme  from  retribution  under  the  law. 

Look  for  the  ridiculous  in 
everything  and  you  will  find  it. 

While  on  one  hand  Medicaid  is 
pushing  generic  preparations  as  an  eco- 
nomic measure,  on  the  other  hand  the 
Attorney  General  is  prosecuting  generic 
phaiTnaceutical  companies  for  fraud.  To 
date,  29  people  and  8 companies  have 
been  convicted.  Recently,  an  executive 
was  sentenced  to  4 years  in  pri.son  and 
fined  $ 1 million  for  faking  test  infonna- 
tion  and  hindering  an  investigation. 

A good  politician  is  quite  as 
unthinkable  as  an  honest 
burglar. 

As  if  the  PRO,  the  Medicare  fraud 
battalion,  the  data  bank,  and  OSH  A were 
not  enough,  now  Senator  Joe  Biden, 
the  paradigm  of  plagiarism,  and  Rep- 
resentatives Ted  Weiss  and  Jim  Kolbe, 
have  introduced  measures  to  combat 
fraud  and  abuse  in  the  health  care  indus- 
try. What  a pity  that  they  do  not  feel 
inclined  to  address  the  fraud  and  abuse 
in  Congress. 

Incest  begins  at  home. 

If  she  ain’t  good  enough  for  her 
kinfolks,  she  ain’t  good  enough 
for  us,  son. 

No  longer  is  such  “humor”  in  style, 
and  certainly  the  problem  of  violence 
and  abuse  against  children,  spouses,  and 
sometimes  the  elderly,  is  all  too  evident 
in  our  island  state.  Family  violence  oc- 
curs in  all  social  strata,  all  races,  ages, 
ethnic  groups,  and  at  all  educational 
levels.  A recently  completed  AMA 
protocol  includes  the  following:  Be 
aware  of  brui.ses  and  welts,  orbital  con- 
tusions, dislocated  lenses,  retinal  hem- 
orrhages or  detachments,  rope  burns  ( es- 
pecially to  wrists,  ankles,  neck)  abra- 
sions and  lacerations. 

Do  not  attempt  to  prove  abuse  or 
pry  into  unrelated  family  matters,  but 
reserve  judgment,  watch  for  impaired 
interpersonal  relations,  and  try  to  deter- 

( Continued  on  page  255)  >■ 


The  General 
Contractor  Who 
Speaks  Interior 
Design. 

Our  unique  team  combines  the 
know-how  of  a professional  general 
contractor  with  the  sensitivity  of  an 
interior  designer.  We  do  it  all.  From 
specific  assignments  such  as  kitchen 
or  bathroom  remodeling  to  room 
additions  and  complete  interior  or 
exterior  design  and  construction. 

We  don't  just  remodel,  either.  We  can  take  over -where  the 
builder  left  off  - to  create  a customized  environment  that 
fits  your  lifestyle.  We  also  can  work  directly  with  you  or  your 
architect.  And  before  we  speak,  we  listen. 

Showroom  hours  10  to  5.  Saturdays  9 to  4.  License 
Number  BC-5555. 


Audrey  Tanaka  Karen  Nakamura 
ASID  CGR 


REMODELING 


The  General  Contractor  fl  3160  Waialae  Avenue 

Who  Speaks  Interior  Design,  Honolulu,  Hawaii  96816 

Call  735-9844,  Fax  734-8351  Division  of  Wallpaper  Hawaii,  Ltd, 


1-9 -$5.95  ea. 
10-24 -$5.50  ea. 
25-99  - $4.95  ea. 
100-1 99- $4.45  ea. 
200-f  - $3.95  ea. 


Crossroads  Press,  Inc. 

P.O.  Box  833 
Honolulu,  HI  96808 
(808)  521-0021 


Enclosed  is  $ 

for copies  of  the 

1 992  Edition  of  All  About 
Business  in  Hawaii. 

Add  $1 .95  for  1 st  class  postage. 

□ Visa  □ Mastercard  □ Discover  Card 


Get  the  full  story  of  Hawaii's  business 
in  a tightly  written  compendium  of  its 
economy,  cultures,  achievements 
and  challenges. 

Volume  Discounts 


I Card  Number 
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I Signature  (required  for  charge  orders ) 
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To  keep  costs  in  line,  Goodsill,  Anderson,  Quinn  & Stifel, 
the  prestigious  Honolulu  law  firm,  leases  its  stylish  office 
equipment  through  Bancorp  Leasing. 

Call  it  smart  business — Bancorp  Leasing  makes  a strong 
case  for  its  competitive  rates,  flexible  terms,  professional  service. 

Whether  you  need  copiers  or  computers,  a telephone  system 
or  some  suite  furniture,  do  what  many  Island 
companies  do.  Give  Bancorp  Leasing  a call 
at  537-8810.  On  the  Neighbor  Islands, 

1-800-451-6022. 

Bancorp  Leasing  of  Hawaii 


MAKA  ()  KE  KAIJKA 

(continued  front  page  253) 


mine  whether  the  injuries  were  adequately  explained.  When 
possible,  take  photographs  before  treatment  is  given,  use  color 
film  and  include  the  patient's  face.  If  abuse  is  recognized,  notify 
the  appropriate  social  agency,  and  if  the  police  are  called,  record 
the  name  of  the  investigating  officer  and  any  actions  taken.  Not 
rarely,  when  legal  action  ensues,  the  physician  is  likely  to  be  the 
target  of  a negligence  suit,  so  thorough  medical  records  are 
essential. 

Cupidity  in  sheep's  clothing.  Is  it  progress  if  a cannibal 
uses  a fork? 

Levamisole,  a drug  developed  by  Johnson  & Johnson  30 
years  ago  to  treat  fami  animals,  has  been  found  to  be  effective 
medicine  for  human  colon  cancer.  Annual  cost  today  to  treat  a 
sheep,  $14.95;  annual  cost  to  treat  a human  being  (multiply  by 
100! ) — $ 1 ,495.  J&J  claims  it  needs  to  recoup  “tens  of  millions  of 
dollars”  it  cost  to  prove  the  drug  helps  people.  Yeah — right!! 

Addenda. 

A In  some  ancient  cultures  (like  Maui  today)  mother’s  milk 
was  used  for  eye  infections. 

A If  H.  Ross  Perot  were  a doctor  of  medicine  today,  he  would  quit. 

A A liberal  is  a person  who  tells  others  how  to  spend  their  money. 

Aloha,  and  keep  the  faith. 

rts 


Erratum:  Billion,  not  millions! 

The  AMA,  with  its  vigorous  Washington  lobbying,  its 
confrontation  with  HCFA,  its  orchestrated  campaign  to  en- 
courage physicians  to  directly  contact  politicians  and  HCFA 
(producing  over  100,000  communications),  succeeded  in 
adding  back  $10  billion  which  Dr.  Gail  Wilensky  and  asso- 
ciates had  cut  from  the  Medicare  budget. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees , 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  Is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride, 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoreticaily  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  In  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.’  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Suppiied:  Oral  tablets  of  Yocon^  1/12  gr,  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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NO,  I PONT  WORK  FOR  XEROX. 
WHY  -DO  you  ASK  ■?  T 


Functional  Testing 
under  the  ADA 


(Americans  with  Disabilities  Act) 


Do  you  need  to  determine  whether 
your  patient  can  perform  the 
“essential  functions”  of  a job? 

Concerned  about  setting 
specific  work  limitations  and 
“reasonable  accommodations? 

Consider  CHART’S  specific 
work  capacity  test  which 
meets  the  requirements 
of  the  ADA. 


Comprehensive  tests 
evaluate  a worker’s  abilities 
to  perform  specific  work  tasks 
of  a particular  job. 

Call  84 1 -6006  for  more 
information  to  help  get  your 
patients  working  effectively 
and  safely.  Don’t  wait  - start 
saving  time  and  money  now. 


/\ 


ChKRT 

Comprehensive  Health  and 
Active  Rehabilitation  Training 


Outpatient  physical 
rehabilitation  and  testing 

Honolulu:  841-6006 
Waipahu:  671-1711 


CLASSIFIED  NOTICES 

To  place  a Classifed  Notice,  MEMBERS,  please  call 
Association  Office  at  536-7702.  NON-MEMBERS, 
please  call  LeilanI  at  521  -0021 . 4 line  min.,  approx.  5 
words  per  line.  Payment  must  accompany  order. 


BUSINESS  OPPORTUNITY 


MEDICAL  CLINIC  FOR  SALE 

Internal  Medicine  Primary  Care  Practice. 
Located  at  the  Aiea  Medical  Bldg.  Fully 
equipped  & fully  turn.  Estab.  15  yrs.  25 
patients/day.  3 exam  rms.,  consultation 
rm.,  business/billing  office,  recep.area, 
complete  in-office  lab.  Office  approx.  960 
sf.  Terms  negotiable.  Serious  inquiries  & 
offers  call:  528-2102;  622-7511  or  write 
MEDICAL  CUNIC,  P.O.  Box  2167,  Hon.,  HI  96805 


EMPLOYMENT  OPPORTUNITY 


FP/GP 

For  resort  medical  office.  Send  CV  to  Dr. 
Ben  Azman,  West  Maui  Healthcare  Center, 
Kaanapali  Maui,  HI  96761  or  phone  1-808- 
667-9721 


OFFICES 


MAUI 

MAUI  CLINIC  BUILDING 

* 728  Sq.  Ft.  Office 

* X-Ray  and  Lab  on  Site 

* Renovation  Allowances 

* Rental  Allowance  during  Renovation 

* Ample  Parking 

* 14  other  Quality  Medical  Tenants  in  Bldg. 

0PM  Call  John  Sullivan 
OIHANA  PROPERTY  MANAGEMENT  244-7684 


HAWAII  KAI  MADICAL  BLDG:  781  sq.  ft.  or 
1 ,562  sq.  ft.  office  sublease  at  attractive 
rents.  Vahe  Kenadjian  (R)  735-0179. 

McCormac  k Properties,  Ltd.  539-9600 


OFFICE  SERVICES 
LOWER  YOUR  OVERHEAD 

Nice  Conf.  Rms.,  & Offices  Avail.  Hourly  and 
Full  time.  Receptionist,  Tele.  Ans.  in  tOUR 
Name,  Much  More,  EXCELLENT  IMAGE. 

CallHEADQUARTES  COMPANIES  522-9494 

REAL  ESTATE 
MANOA 

Best  street.  4 bd..  3 ba.  Divorce  forces  sale. 
Gaylyn  Li-Ma  530-1266  (pager)  946-0646 


SERVICES 

LOCUM  TENENS  PROVIDED 

Internal  Medicine  and  Family  Practice 
available.  Please  contact  Acute  Care 
Medical  Services.  262-4181. 

LOCUM  TENENS  AVAILABLE 

Family  Practice.  Pediatrics,  Urgent  Care. 
No  agency  fees.  Deal  direct.  923-2981. 


Dr.  Saito  spends  his  free  time 
with  the  family,  now  that  he 
uses  Praxis! 

Praxis: 

■ Files  insurance  claims 

■ Generates  patient 
statements 

■ Receives,  posts,  tracks  and 
deposits  payments 

■ And  handles  all  patient 
inquires 

All  Dr.  Saito  has  to  do  is  enter 
the  patient  information  in  his 
OS/2  computer  system*,  and 
let  Praxis  take  care  of  the  rest! 


Praxis  offers  the  atlministrative  sei^ices  of  a large 
clinie  or  hospital  to  physicians  who  prefer  their 
autonomy,  and  gives  them  more  time  lor  their  profes- 
sional and  personal  lives. 

For  more  information,  contact  us  at  941-3363. 


Praxis 

HAWAII'S  BILLING  SERVICES  FOR 
PHYSICIANS  IN  PRIVATE  PRACTICE 


Praxis^^  is  a wholly-owned  subsidiary  of  DataHouse,  Ala  Moana  Building,  Suite  1500, 1441  KaplolanI 
Boulevard,  Honolulu,  Hawaii  96814  — 'Praxis  requires  the  use  of  an  IBM-PS/2  computer  in  an  OS/2  computing 
environment,  — IBM,  PS/2  and  OS/2  are  registered  trademarks  ot  International  Business  Machines  Corporation 


Praxis  gives 
Dr.  Saito  choices 


Continuity-Of^Care 

24  Hours  A Day 


By  combining  your  expertise  and  ours  for  complete  patient  care, 
or  flexible  Continuity 'OflCare^^  programs  enable  us  to  design 
the  optimum  home  care  program  for  you. 


Homecare  Services 

♦ Experienced  and  Dedicated  Staff 

♦ Patient/Family  Training 

♦ Home  Planning  Assistance 

♦ Home  Care  Equipment 

♦ Medicare/Insurance  Specialists 

♦ Complete  Range  of  Products  and  Services 

♦ Patient  Educational  Aids 

♦ Medical  Equipment  Catalogs 


Respiratory  Homecare  Services 

♦ Professional  Staff 

♦ Patient  Training  and  Education 

♦ Detailed  Patient  Follow'Up  Program 

♦ Respiratory  and  Homecare  Equipment 

♦ In'  Service  Program 

♦ Rehabilitation  Equipment 

♦ Medicare  Specialists 

JCAHO  Accredited 

Hawaii  s most  complete 
homecare  supplier 

500  Ala  Kawa  Street 
Honolulu,  Hawaii  96817 

845-5000 


ABBEY 

HOME  HEALTHCARE 
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n 1992,  MIEC’s  $18-million  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s ; 


■ Financial  strength,  which  adds  more 
than  $ 15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


ISJur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


lajiEc  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 
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Highlights  of  the  HMA  Council  Meeting 
of  September  18,  1992 


The  HMA  Council  met  on  18  September  1992.  The 
highlights  of  its  action  follow.  Members  present  were:  S 
Wallach,  J Chang,  A Don,  J Spangler,  J McDonnell,  C Kam, 
R Stodd,  B Shitamoto,  R Lee-Ching,  M Cheng,  HH  Chun,  R 
Kimura,  H Fong,  M Shirasu,  C Kadooka,  J Betwee,  T Smith, 
G Goto,  J Lumeng,  W Chang.  N Winn,  A Kunimoto.  Also 
present  were:  F Reppun,  W Dang,  Rep  D Bainum;  HMA 
counsel:  Vernon  Woo;  Auxiliary  President:  Gwen  Fu;  HMA 
Staff:  J Won,  B Kendro,  N Jones,  J Asato,  J Estioko  and  A 
Rogness  (recording  secretary). 

The  Council  approved  the  concept  and  pursuit  of  a joint 
program  with  the  University  of  Hawaii  John  A Bums  School 
of  Medicine  for  the  certification  and  implementation  of 
Continuing  Medical  Education  in  the  State  of  Hawaii. 

The  Council  approved  implementing  a Hurricane  Iniki 
Relief  Eund  by  way  of  accepting  tax  deductible  donations  to 
the  Community  Research  Bureau  to  assist  community  shelters 


and  health  clinics  on  Kauai  in  hurricane-affected  areas.  Be- 
sides that,  the  HMA  is  already  working  with  the  State  De- 
partment of  Health  to  set  up  physician  volunteers  for  Kauai 
relief.  HMA  has  requested  physicians  to  volunteer  for  a day  or 
a week  to  relieve  Kauai’s  physicians  as  needed  and  to  work  in 
Kauai’s  community  shelters.  Medications  and  medical  sup- 
plies may  be  brought  to  the  HMA  office  for  transport  to  Kauai. 

The  Governor’s  Blue  Ribbon  Panel  has  released  its  report 
and  recommendations  regarding  health  care  cost  issues;  a 
commission  in  the  Department  of  Health  is  being  fornied  to 
address  these  issues  and  to  implement  the  recommendations  of 
the  Panel  after  the  public  has  had  a chance  to  be  heard. 

Prior  to  adjournment  the  members  of  the  Council  stood 
and  applauded  Stephen  Wallach  for  his  outstanding  perfor- 
mance as  president-elect  and  as  HMA  President  these  past  2 
years  respectively. 

Andrew  Don  MD 
Secretary 


. . . Do  You  Know  These  Facts  About  Breast  Cancer? 

News  on  Health 


How  much  do  you  know  about  breast  cancer?  The  answer  is 
probably  “not  enough,”  because  few  people  like  to  think  about  the 
subject.  But  your  health,  and  your  life  or  the  life  of  a woman  close 
to  you,  may  depend  on  knowing  a few  simple  facts. 

Did  you  know  that ... 

• One  out  of  every  nine  American  women  will  develop 
breast  cancer  in  her  lifetime. 

• Breast  cancer  can  occur  without  any  warning  signs,  and 
more  than  80%  of  breast  lumps  are  not  cancerous. 

• If  breast  cancer  is  diagnosed  and  treated  early,  the  five- 
year  survival  rate  is  more  than  90%. 

• Modem  mammography  can  reveal  small  breast  cancers 
up  to  two  years  before  they  can  be  felt. 

Average-size  breast  lump  found 
by  getting  regular  mammograms 

• 

There  is  no  need  to  be  afraid  to  learn  about  breast  cancer.  The 
facts  are  encouraging  and  reasssuring.  If  you  remember  only  one 
thing  about  breast  cancer,  it  should  be  this;  Your  best  protection 
is  early  detection.  Early  detection  provides  the  best  opportunity 
to  treat  breast  cancer  successfully,  and  a diagnosis  often  does  not 
mean  removal  of  the  breast. 


Doctors  recommend  this  three-step  early  detection  program; 
Schedule  regular  mammograms — your  first  screen- 
ing mammogram  by  age  40,  one  every  year  or  two  to  age 
49,  and  every  year  after  50; 

Practice  monthly  breast  self-examination — your 
doctor  can  show  you  the  proper  method; 

See  your  doctor  for  regular  breast  examinations — at 

least  every  three  years  until  age  40,  then  every  year. 

Average-size  breast  lump  found 
by  regular  breast  self-examination 


October  is  National  Breast  Cancer  Awareness  Month, 

a good  time  to  get  the  facts.  To  find  out  more  about  breast  cancer, 
ask  your  family  doctor,  or  call  these  toll-free  numbers:  American 
Cancer  Society  at  (800)  ACS-2345  or  the  National  Cancer  Insti- 
tute at  (800)  4-CANCER.  For  information  free  of  charge,  write  to 
the  ICI  Pharmaceuticals  Group  Breast  Cancer  Education  Center, 
PO  Box  57424,  Washington,  D.  C.  20036. 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30t  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 
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50%  human  insulin 
Isophane  suspension 
50%  human  insulin  injection 
(recombinant  DMA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin*’  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 
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Random  Hurricane  Thoughts 

David  Elpem  MD 


On  Friday,  September  11,1 992,  from 
the  hours  of  noon  until  around  8 pm  Hur- 
ricane Iniki  raced  across  Kauai — its 
landfall  being  somewhere  west  of  Waimea. 
Had  it  been  directed  here  by  some  divine 
hand,  it  could  not  have  been  a more  direct 
hit.  However  these  things  happen — some 
blind  force  directed  it  here  to  change  the 
lives  of  the  50,000  people  who  call  this 
island  home.  It  was  just  bad  luck. 

Most  of  us  were  huddled  in  our  homes, 
in  the  parts  we  felt  were  the  most  secure. 
Some  retreated  into  their  cars,  were  evacu- 
ated to  shelters  in  schools,  neighborhood 
centers  and  hotels.  Our  family  cowered  in 
our  back  guest  room  for  the  first  part — 
then  when  the  walls  started  to  pulse  in  and 
out  with  the  tempest,  we  moved  to  the 
guest  bathroom — because  we  had  heard 
that  bathrooms  were  more  secure  due  to 
the  heavy  pipes. 

Occasionally,  Fd  leave  our  safe  area 
to  assess  the  situation  in  the  rest  of  the 
house.  At  one  point,  as  I approached  the 


living  room  I heard  (and  felt)  the  shrieking, 
keening  wind,  and  then  realized  that  the 
two  outside  walls  were  now  open  to  the 
elements.  A whole  segment  of  the  front 
wall  had  been  blown  out,  and  Iniki ’s  fury 
was  playing  havoc  with  our  living  room 
and  the  enclosed  deck.  This  latter  area  had 
lost  six  of  its  eight  large  windows  and  was 
a virtual  wind  tunnel. 

The  whole  experience  was  terrifying. 
Almost  everyone  on  Kauai  feared  for  their 
lives.  Gabi,  our  6-year-old  daughter  re- 
acted in  a touching  manner.  Early  in  the 
storm  a large  eucalyptus  branch  broke  off 
and  fell  with  a sickening  crash  on  our  roof. 
Gabi  promptly  threw-up;  and  thereafter, 
for  the  remainder  of  the  storm  and  even 
until  the  next  morning,  she  went  nowhere 
sans  bowl,  lest  she  gag  again,  I remember 
having  some  chest  tightness.  Angina?  I 
hope  not. 

Around  9 pm  the  storm  moved  on.  By 
this  time  we  had  no  electricity  or  phone, 
but  there  was  still  some  water.  Twelve- 


year-old  Ashley,  practically  a teenager, 
took  the  last  shower  any  of  us  would  have 
for  six  days.  I believe  she  even  had  hot 
water — a luxury  we  still  do  not  enjoy  two 
weeks  out,  as  I’m  writing  this. 

My  memory  of  the  rest  of  that  evening 
is  sketchy.  We  were  all  exhausted  after  the 
storm.  All  five  of  us  slept  together — fit- 
fully because  the  mosquitoes  were  buzz- 
ing in  our  ears  and  our  nerves  were  frazzled. 
Sometime  during  the  night,  Cleo,  the  kids’ 
white  cat,  snuggled  up  to  me.  I awoke, 
wondering  how  she’d  gotten  into  the 
house — only  to  remember  (with  a wave  of 
depression)  that  the  living  room  now  had  a 
12-foot  opening  to  the  driveway. 

I won’t  bore  you  with  too  many  de- 
tails. Our  lives  have  been  disrupted — tem- 
porarily derailed.  When  we  think  of  the 
problems  we  had  and  have,  it  is  hard  to 
admit  that  we  are  lucky.  Y et,  the  citizens  of 
Sarajevo  face  worse  daily.  Beirut  has  been 
like  this  for  years.  Somalia  was  worse  than 
this  in  the  best  of  times. 

The  outpouring  of  help  has  been  ex- 
traordinary. FEMA  (Federal  Emergency 
Relief  Agency),  the  Red  Cross,  The  Salva- 
tion Army,  and  many  other  organizations 
were  mobilized  to  pounce — and  they  did. 
I wonder  why,  if  we  can  do  all  of  this  here, 
1.5  million  Somalis  might  starve  to  death 
in  the  next  year? 

Yet  even  so,  this  disaster  has  affected 
us  all.  Most  here  have  a feeling  of  “disease.” 
Most  of  our  losses — in  the  grand  scheme 
of  things — are  rather  minor.  Examining 
the  way  we  feel  may  help  us  to  empathize, 
to  understand  others  whose  lives  have 
been  uprooted.  How  about  the  patient  with 
a recent  diagnosis  of  cancer,  HIV,  coronary 
artery  disease?  Their  personal  universe 
has  just  been  bombed.  They  come  in  to  see 
me — the  physician — and  I pay  attention  to 
the  broken  part — how  often  do  I consider 
the  broken  life?  Now  that  all  of  our  lives 
are  fractured — it  is  in  clearer  focus.  Will 
we  be  more  sensitive  human  beings  after 
this?  If  so,  how  long  will  it  last? 

What  about  the  26-year -old  woman  I 
saw  yesterday.  She  lost  her  house.  It  was 
insured,  but  not  the  contents.  Her  husband 
and  she  had  just  bought  their  house  four 
days  before  and  hadn’t  got  around  to  in- 
suring the  furnishings.  For  the  past  two 

( Continued  on  page  266)  >■ 
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years  she’s  been  trying  to  conceive.  Her 
husband  checked  out  okay.  She  was  preg- 
nant 10  years  ago,  had  an  abortion  and 
feels  guilty  about  it.  How  much  can  some- 
one take?  I gave  her  an  antihistamine  for 
her  hives.  A paltry  offering. 

We  all  feel  for  the  old  people.  What 
must  it  be  like  to  lose  your  house  and 
belongings  when  you  are  80  years  old? 
One  octogenarian  put  it  this  way:  “Losing 
my  house  is  okay,  but,  at  my  age.  I’ll  never 
see  my  trees  grow  again.”  The  elderly, 
especially,  suffer  when  they  are  uprooted. 
Many  are  now  living  in  garages  next  to  the 
homes  they  once  had. 

We’re  all  trying  to  look  for  something 
positive  from  this  experience.  I asked  my 
three  daughters  what  was  the  best  part 
about  the  hurricane,  thinking  they’d  say 
“no  school,”  or  something  like  that.  The 
first  time  I asked,  each  said  “There’s  noth- 
ing good  about  it.”  A few  days  later,  when 
I asked  again,  Gabi  said  “No  one  died,  and 
we  still  have  our  house.”  Poignant,  from  a 
6-year-old.  People  will  talk  about  the  Aloha 
Spirit  and  helping  others — but  I don’ t know 
that  what  we’ve  been  through  makes  ob- 


serving all  of  that  so  special. 

Looking  at  some  of  the  ruins  of  the 
grand  hotels  and  the  beach  houses  of  the 
very  wealthy  reminds  me  of  Shelley’s 
“Ozymandius.” 

At  times  like  this  the  dead  poets  speak 
to  us  most  clearly.  Somehow,  I usually 
return  to  Gerard  Hanley  Hopkins  or  Emily 
Dickinson.  This  time  it  was  Hopkins. 

And  for  all  this,  nature  is  never  spent; 
There  lives  the  dearest  freshness  deep 
down  things; 

And  though  the  last  lights  off  the 
black  West  went 

Oh,  morning,  at  the  brown  brink 
eastward,  springs — 

Because  the  Holy  Ghost  over  the  bent 
World  broods  with  warm  breast  and 
with  ah!  Bright  wings. 

Round  the  decay 
Of  [these]  colossal  wreck[s]. 
Boundless  and  bare. 

The  lone  and  level  sands 
Stretch  far  away. 


PHYSICIANS, 

THERE  ARE  TWO  KINDS  OF 
FLEXIBILITY  IN  THE  ARMY 
RESERVE  WE  THINK 
YOU'LL  LIKE. 

One,  time.  We  know  how  tough  it  is  for  a busy 
physician  to  make  weekend  time  commitments.  So 
we  can  offer  the  kind  of  flexibile  time  scheduling 
that  allows  a physician  to  share  sixteen  hours  a 
month  with  his  or  her  country.  We  can  arrange  a 
schedule  to  suit  your  requirements. 

Two,  the  opportunity  to  explore  other  phases  of 
medicine,  to  add  a different  kind  of  knowledge-the 
challenge  of  military  health  care.  It's  a flexibility 
that  could  prove  to  be  both  stimulating  and 
rewarding,  with  the  opportunity  to  participate  in  a variety  of  programs 
that  can  put  you  in  contact  with  medical  leaders  from  all  over  the  country. 

See  how  flexible  we  can  be;  call  our  Army  Medical  Personnel  Counselor: 

1-800  432-7279 


BE  ALL  YOU  CAN  BE. 

ARMY  RESERVE 


Addendum: 

September  26,  1992 


Dear  Friends, 

Your  calls  and  letters  have  been 
very  comforting.  Thank  you  very 
much  for  your  concern.  It  is  deeply 
appreciated.  Much  more  meaningful 
than  the  sound  of  one  hand  clapping. 

Today  is  Iniki  plus  15  days.  Elec- 
tric power  was  restored  to  our  clinic 
building  yesterday  and  with  it  air- 
conditioning.  This  is  one  isle  of  cool- 
ness in  an  otherwise  torrid  locale. 

Elsewhere  on  Kauai,  few  have 
electricity  or  phone.  All  hotels  are 
closed  and  thousands  are  now  unem- 
ployed. Almost  all  of  us  have  dam- 
aged houses.  Slowly  the  power  poles 
are  being  replaced  (more  than  one- 
third  were  downed  by  Iniki). 

Our  family  was  more  fortunate 
than  some  others.  Our  house  is  still 
standing.  The  living  room  lost  a large 
picture  window  on  one  side  and  about 
half  of  the  wall  including  windows 
on  the  other.  Scores  of  trees  buried 
the  front  of  the  house  and  the  back- 
yard is  a chaos  of  downed  trees. 

A month  ago,  if  the  electricity  went 
off  for  half  an  hour,  it  was  viewed  as 
a great  inconvenience.  We’ve  been 
without  power  for  two  weeks  now.  It 
seems  normal  to  sit  in  the  evening  by 
candlelight  and  use  flashlights  when 
taking  the  kids  upstairs  to  bed. 

Who  thought  we’d  get  so  used  to 
taking  cold  showers  that  they  were 
welcome,  not  just  routine?  We  did  go 
six  days  without  running  water.  When 
it  was  restored  last  week,  it  was  a 
great  relief.  One  can  do  without 
electricity  and  phones  quite  well — 
water  is  central  to  our  lives. 

It’s  taken  two  weeks  to  even  feel 
like  sitting  down  and  writing  some- 
thing. Even  now,  it  is  a chore.  So 
much  has  changed  here,  so  rapidly. 
There’s  a collective  sense  of  the 
doldrums.  Everything  takes  longer  to 
do,  we’re  getting  more  sleep,  but  are 
constantly  tired.  Is  the  black  dog  of 
depression  hovering  over  the  entire 
island? 

The  experts  speak  of  PTSD  (post- 
traumatic  stress  disorder)  and  other 
agronomic  phrases.  Formulas  are 
great  up  to  a point,  but  knowing  the 
jargon  doesn’t  help  that  much.  Time 
must  pass  before  our  biosphere,  and 
with  it  us,  is  mended. 


David  Elpem 
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"I’m  practicing  medicine  the  way  I think  it 
should  be  practiced,  sans  the  papei'work  and 
administrative  overload.  ” 

Owen  Brodie,  MI),  joined  CompI  lealth’s 
locum  tenens  medical  stiilf  m 1989,  alter  21 
years  in  private  practice.  Since  then  he’s 
worked  m temporaiy  assignments  m state 
facilities,  filled  in  tor  attending  physicians, 
covered  tor  private  practitioners  across  the 
country. 

A pilot.  A historian.  A board-certified 
psychiatrist.  Southern  to  a fault. 

Owen  Brodie  knows. . . 


It's  a great  way  to 
practice  medicine 


CompHealHi 

Locum  Tenens 

1-800-153-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


. . . for  every  practicing  physician 


The  right  to  die:  An  up-date  on  the  law 

Stephen  J Wallach  MD  * 

Jeffrey  P Crabtree  Esq  ** 


The  previous  article  on  the  right  to  die  and  Living  Wills  was 
published  in  the  December  1990  issue  of  the  Hawaii  Medical 
Journal.  In  that  article,  the  authors  noted  that  “many  obsen’ers 
believe  that  Hawaii ’s  living  will  law  will  be  improved  in  the  next 
legislative  session,  so  be  alert  to  future  bulletins  or  infonnation  on 
this  issue.  ” Since  that  statement  w^as  written,  new  Hawaii  and 
federal  laws  have  indeed  clarified  many  of  the  rights  and  respon- 
sibilities of  patients  and  health-care  providers  faced  with  treat- 
ment decisions  at  the  end  of  life.  The  “new”  rules  are  straightfor- 
ward. Hawaii  law  contains  some  unique  provisions  that  benefit 
patients  and  health-care  providers.  Much  of  the  ambiguity  of 
operating  under  the  “old”  rules  has  been  eliminated.  This  article 
summarizes  the  current  law  and  offers  practical  advice  for  physi- 
cians on  how  to  work  with  the  new  rules. 

A.  The  new  Hawaii  Living  Will  law 

On  May  6,  1991,  by  an  overwhelming  margin,  the  Hawaii 
State  Legislature  passed  a new  Living  Will  law,  which  became 
effective  July  1,  1991.  The  law  provides: 

1.  A strong  public  policy  in  favor  of  the  person’s  right  to 
refuse  treatment.  Hawaii  law  provides  that  “all  competent  per- 
sons (age  18  or  over)  have  the  fundamental  right  to  control  the 
decisions  relating  to  their  own  medical  care  . . . The  artificial 
prolongation  of  life  for  persons  with  a terminal  condition  or  a 
permanent  loss  of  the  ability  to  communicate  concerning  medical 
treatment  decisions,  may  secure  only  a precarious  and  burdensome 
existence,  while  providing  nothing  medically  necessary  or  ben- 
eficial to  the  person.” 

2.  How  is  the  Advance  Directive/Living  Will  executed? 

The  person’s  written  instmctions  must  be  signed  by  that  person  or 
by  someone  else  in  that  person’s  presence  and  at  the  latter’s 
instruction.  It  must  be  witnessed  by  2 witnesses  not  related  to  the 
person  and  not  involved  with  the  person’s  medical  care.  The 
document  must  be  notarized  (all  signatures  at  the  same  time). 

3.  A person’s  instructions  do  not  have  to  be  in  writing,  but 
it  is  strongly  recommended;  verbal  statements  given  to  PHY- 
SICIANS are  sufficient.  Hawaii  law  also  recognizes  a verbal 
statement  or  statements  if  they  are  consistent,  made  by  the 
physician  or  to  the  patient’s  friend  or  relative.  Such  statements 
“may  be  considered  by  the  physician  in  deciding  whether  the 
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(Editorial  note:  Steve  Wallach  was  the  1991  to  1992  president  of  the  HMA;  he 
has  an  outstanding  record  of  representing  organized  medicine's  educational 
efforts  in  Hawaii  and  at  the  State  Legislature.  Jeff  Crabtree,  who  practices  law, 
brought  the  first  case  to  the  attention  of  the  legal  system  in  Hawaii,  of  the  “right 
to  die,"  on  behalf  of  his  mother  at  her  terminal  illness.  This  article  is  a 
collaborative  effort  by  the  two  most  well-informed  authorities  on  the  subject  in 
our  community.) 
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patient  would  want  the  physician  to  withdraw  or  to  withhold  life- 
sustaining  procedures.”  However,  as  a general  rule,  there  are 
fewer  potential  problems  with  written  directives.  It  is  sound  policy 
to  encourage  written  advance  directives  instead  of  verbal  ones. 

4.  The  person’s  medical  record.  The  advance  directive  is  to 
be  made  a part  of  the  person’s  medical  record. 

5.  What  the  physician  has  to  do.  An  attending  physician 
who  is  aware  and  in  possession  of  the  patient’s  advance  directive 
must  immediately  take  steps  to  certify  that  the  patient  is  now  in  the 
condition  described  in  the  person’s  Living  Will.  Thereafter,  the 
attending  physician  must:  a)  follow  as  closely  as  possible  the  terms 
of  the  patient’s  directive,  or  b)  if  the  physician  is  not  willing  to 
comply  with  the  patient’s  advance  directive,  the  physician  must 
arrange  for  transfer  of  the  patient  to  another  physician’s  care 
without  unreasonable  delay. 

6.  Revocation.  Hawaii  law  makes  it  easy  for  a person  to 
revoke  his  or  her  advance  directive.  It  may  be  revoked  at  any  time 
after  it  was  executed  by  various  methods,  both  written  and  verbal, 
including  tearing  it  up,  an  unambiguous  verbal  statement  to  two 
witnesses,  or  just  by  notifying  the  attending  physician  of  a change 
of  mind. 

7.  Euthanasia.  Nothing  in  the  Hawaii  law  is  intended  to 
condone,  authorize,  or  approve  mercy  killings  or  euthanasia. 

8.  Effect  upon  life  insurance/suicide.  Honoring  the  terms  of 
a person’s  advance  directive  does  not  constitute  suicide  nor 
modify  the  terms  of  payout  in  an  existing  policy  of  life  insurance. 

9.  If  there  is  no  valid  advance  directive.  Hawaii  law  also  has 
a “catch-all”  provision.  In  the  absence  of  a valid  advance  directive, 
“ordinary  standards  of  current  medical  practice  will  be  followed.” 
This  phrase  was  interpreted  in  the  Crabtree  case  {Hawaii  Medical 
Journal,  December  1990),  to  include  withdrawal  of  life-sustain- 
ing medical  treatment  for  a comatose  woman  if  she  had  previously 
and  unambiguously  indicated  that  she  did  not  want  to  be  kept  alive 
if  she  had  no  reasonable  expectation  of  a meaningful  recovery. 

10.  Other  states.  Hawaii  law  recognizes  Living  Wills  ex- 
ecuted in  other  states  if  the  out-of-state  document  substantially 
complies  with  Hawaii  law. 

B.  Strengths  of  the  new  Living  Will  law 

1 . The  new  Hawaii  law  greatly  expands  the  category  of  who 
can  execute  a Living  Will.  It  goes  far  beyond  the  old  limitation  of 
allowing  Living  Wills  only  for  those  in  a “terminal”  condition. 

2.  It  specifically  recognizes  that  although  written  instructions 
are  preferred,  verbal  statements  by  the  patient  can  be  sufficient  to 
allow  withdrawal  of  life-sustaining  medical  treatment. 

3.  It  specifically  recognizes  that  nourishment  and  fluids  may 
be  declined  just  as  any  other  medical  treatment.  However,  the  new 
law  requires  a unique  check-off  provision  (see  paragraph  6 of  the 
accompanying  model  Living  Will  form). 

4.  It  permits  a simpler  certification  process  by  a single 
physician. 
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C.  The  new  Hawaii  law  for 
health-care  pow  er  of  attorney 

This  new  law  became  effective  June  12,  1992.  Hawaii  law 
now  expressly  permits  persons  to  appoint  a substitute  decision- 
maker (sometimes  called  a proxy  or  attorney-in-fact)  to  make 
health-care  decisions  for  them  if  they  become  incapacitated  as 
detennined  by  a physician.  This  is  a major  improvement,  because 
under  earlier  Hawaii  law  it  was  clear  that  such  appointments  were 
valid  for  financial  decisions  such  as  selling  the  family  car  or 
getting  into  bank  accounts;  however,  the  law  was  somewhat  vague 
as  to  whether  or  not  such  appointments  were  valid  for  health-care 
decisions.  Now,  they  clearly  are  valid,  and  a physician  may  legally 
rely  on  them  in  consulting  with  a patient’s  friends  or  family 
members  (or  whoever  is  appointed). 

The  person  appointed  as  proxy  is  allowed  to  make  the 
ultimate  decision  that  may  lead  to  the  patient’s  death:  To  withdraw 
or  withhold  life-sustaining  medical  treatment  such  as  tube  feed- 
ing, hydration,  or  surgery.  However,  the  proxy  can  make  this 
decision  only  if  such  authority  is  explicitly  set  forth  in  the  patient’ s 
health-care  power-of-attomey  document.  If  this  specific  wording 
does  not  appear,  then  it  will  be  presumed  that  the  patient  did 
authorize  the  proxy  to  withdraw  such  forms  of  life-sustaining 
medical  treatment. 


regarding  each  patient’s  right  to  control  his  or  her  health  care 
treatment.  The  amendments  are  known  as  the  Patient  Self-Deter- 
mination Act  (PS DA),  enacted  by  Congress  and  signed  by  Presi- 
dent Bush  as  part  of  the  Omnibus  Budget  Reconciliation  Act 
(OBRA)  of  1990  (PL  101-508). 

The  new  federal  law  applies  to  all  Medicare  and  Medicaid 
organizations  (not  individual  doctors),  and  specifically  includes 
hospitals,  nursing  facilities,  home  health  agencies,  hospices,  and 
prepaid  health  care  organizations.  It  requires  them  to  provide 
written  information  to  inpatients  regarding  their  rights  under  state 
law  concerning  advance  directives,  maintain  written  policies 
about  the  institution’s  approach  to  advance  directives,  and  in- 
cludes other  administrative  and  technical  requirements  concern- 
ing advance  directives.  The  new  federal  law  also  forbids  the  health 
care  organization  from  applying  restrictive  conditions  on  the 
provision  of  care  or  otherwise  discriminating  against  a patient 
based  on  whether  or  not  the  patient  has  executed  an  advance 
directive. 

The  intent  of  the  new  federal  law  is  to  help  individuals 
understand  they  have  strong  rights  regarding  their  medical  treat- 
ment, and  to  help  them  exercise  those  rights  if  they  wish.  This 
should  help  avoid  problems  and  litigation  over  the  initiation  or 
continuation  of  unwanted,  life-prolonging  medical  treatment. 


D.  The  new  federal  law: 
The  Patient  Self-Determination  Act 

As  of  December  1,  1991,  all  states  and  most  health  care 
facilities  must  comply  with  new  Medicare  and  Medicaid  rules 


E.  Practical  issues  for  physicians  in  Hawaii 
1.  Overview.  These  new  laws  have  legalized  what  had  been 
a growing  trend  across  the  United  States — making  it  easier  for 

( Continued  on  page  270)  >• 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
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• Non-contributing  retirement  plan  if 
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Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE  1-800-423-USAF 
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THE  RIGHT  TO  DIE  (Continued from  page  269) 


patients  to  refuse  futi  le  or  end-of-life  treatment  if  they  prefer  to  die . 
The  patient  has  a basic  right  to  be  free  of  unwanted  medical 
treatment,  including  life-sustaining  treatment,  such  as  food  and 
water.  Tube-feeding  is  considered  a medical  treatment  which  may 
be  refused  just  as  chemotherapy. 

There  is  no  longer  any  valid  legal  reason  for  physicians  to 
insist  automatically  that  a family  should  go  to  court  in  order  for 
treatment  to  be  withheld  or  withdrawn.  This  poses  an  enormous 
financial  and  emotional  strain  on  the  family  and  can  cause 
inordinate  delay.  A fundamental  purpose  behind  these  new  laws 
is  that  this  most  sensitive  decision  can  remain  where  it  belongs — 
between  patients,  their  families  and  their  doctors  (and  not  lawyers 
and  courts).  Litigation  should  be  reserved  for  situations  where 
there  is  a doubt  or  conflict  about  what  the  patient’s  desires  are. 

2.  If  You  Object.  If  you,  the  physician,  for  personal  or  other 
reasons,  are  unwilling  to  withhold  or  withdraw  life-sustaining 
treatment  from  a patient  who  does  not  want  the  treatment,  then  you 
are  obligated  to  refer  the  patient  to  another  physician  who  will 
comply  with  the  patient’s  wishes.  Treatment  of  a competent 
patient  against  his  or  her  wishes  will  probably  constitute  an  assault 
and/or  battery,  and  may  subject  the  physician  to  civil  or  even 
criminal  liability.  The  patient  will  probably  not  be  obligated  to  pay 
for  unwanted  medical  treatment. 

3.  Check  the  Living  Will/Healthcare  Durable  Power  of 
Attorney.  If  your  patient  executed  such  a document,  read  it.  These 
documents  are  not  unifonn.  Some  (old)  Living  Wills  may  apply 
only  to  people  in  a temiinal  condition.  Some  Living  Wills  request 
that  food  and  water,  as  an  exception,  be  continued,  ie  not  withdrawn 
(this  is  extremely  rare,  but  possible).  In  other  words,  do  not  assume 
it  is  permissible  to  withhold  or  withdraw  life-sustaining  treatment 
just  because  the  family  says  “Uncle  Harry  had  a living  will.’’ 

4.  Verbal  Statements.  The  physician  should,  of  course, 
proceed  with  more  caution  if  relying  on  verbal  statements  alone; 
especially  those  reported  by  family  members,  as  opposed  to  those 
from  the  patient  directly.  There  are  lots  of  professional,  commu- 
nity and  institutional  resources  available  for  you,  the  physician,  to 
consult  when  you  are  not  sure  what  the  patient  would  have  wanted. 

5.  Verbal  statements  to  you,  the  physician.  The  Hawaii  law 
is  very  lenient  with  patients  and  physicians  in  this  regard.  Again, 
written  directives  are  preferred,  but  if  that  is  not  feasible  or  likely, 
much  confusion  and  doubt  will  be  removed  if  physicians  talk  to 
their  patients  about  withholding  or  withdrawing  life-sustaining 
treatment  before  they  suffer  a debilitating  accident  or  condition. 
Most  surveys  show  that  only  1 5%  to  20%  of  the  population  have 
a Living  Will  or  other  reliable  documentary  evidence  indicating 
their  preferences  concerning  withdrawal  of  life-sustaining  treat- 
ment in  the  event  of  profound  disability.  Most  observers  agree  this 
is  more  a result  of  ordinary  procrastination  rather  than  an  un- 
willingness to  make  a decision  on  the  subject.  The  polls  have  also 
shown  consistently  that  between  70%  to  85%  of  persons  queried 
do  not  want  to  be  maintained  on  life-support  treatment  if  they  are 
severely  disabled  with  no  reasonable  chance  of  recovery. 

As  a practical  matter,  this  means  physicians  have  an  impor- 
tant opportunity  to  discuss  the  issue  with  their  patients,  especially 
those  who  will  likely  be  seriously  disabled  in  the  foreseeable 
future.  If  the  patients  have  fomned  opinions  on  the  subjeet,  their 


wishes  are  more  likely  to  be  honored  if  they  are  in  writing  or 
reported  to  a reliable  and  objective  person,  namely  their  attending 
physicians,  and  recorded  in  their  medical  record 

6.  Tbe  family’s  wishes  do  not  count.  It  is  what  the  patient 
wants  (or  wanted  before  becoming  incompetent)  that  matters.  If 
the  patient  never  made  his  or  her  own  wishes  known  to  anyone,  any 
withdrawal  of  life  support  based  solely  on  family  wishes  is  a very 
sensitive  area  that  should  be  carefully  considered  with  the  help  of 
counsel,  an  ethics  committee,  or  some  other  reliable  source.  (This 
rule,  however,  does  not  apply  where  there  is  a valid  Durable  Power 
of  Attorney  for  Health  Care,  because  the  whole  purpose  of  such  a 
document  is  to  detail  the  wishes  of  a substitute  decision-maker.) 

7.  Distributing  forms/advance  directives.  If  Hawaii  physi- 
cians are  offering  a Living  Will,  Durable  Power  of  Attorney  for 
Health  Care,  or  other  similar  directive  to  their  patients  at  this  time; 
they  should  make  sure  it  complies  with  these  new  laws.  The  older 
forms  are  sometimes  highly  restrictive,  and  the  new  laws  require 
“magic  words’’  to  be  used  on  certain  issues;  withholding  or 
withdrawing  of  life-sustaining  medical  treatment,  especially 
nourishment  and  fluids.  If  you  are  handing  out  a form  that  does  not 
comply  with  the  new  laws,  even  if  you  have  good  intentions,  you 
are  doing  a potentially  serious  disservice  to  your  patients.  The 
Hawaii  Medical  Association  can  easily  help  you  make  this  deter- 
mination. 

8.  Your  patient  says:  “No  problem;  I already  have  one  of 
those.”  For  any  patient  who  already  has  a Living  Will  or  a Durable 
Power  of  Attorney  for  Health  Care,  it  becomes  important  to  find 
out  what  it  says  and  when  it  was  executed.  If  the  Living  Will  was 
executed  before  July  1991,  it  is  probably  the  old,  1986  version. 
Invariably,  the  patient  should  sign  a new  one  to  take  advantage  of 
the  broader  rights  under  the  new  statute  (assuming  those  patients 
want  broader  rights).  Similarly,  if  the  patient  has  a Durable  Power 
of  Attorney  for  Health  Care  executed  before  June  1 992,  the  broad, 
general  document  will  not  meet  the  new  statutory  requirements 
that  certain  powers  (including  the  power  to  withhold  or  withdraw 
life-sustaining  medical  treatment)  be  explicitly  stated  in  the  docu- 
ment. Again,  it  would  probably  be  important  for  them  to  have  a 
new  one  made. 

9.  How  to  help  your  patients  get  good  advice  regarding 
advance  directives.  There  are  a number  of  organizations,  firms 
and  community  agencies  available  to  help  people  get  the  right 
forms,  fill  them  out  eorrectly,  and  distribute  them  properly.  A 
listing  of  some  of  them  is  included  in  this  article. 

The  authors  recommend  to  physicians:  The  following  is  a 
model  Living  Will  fonn  and  instruction  drafted  by  Crabtree. 
He  has  made  it  available  for  anyone  to  use.  It  meets  the 
requirements  of  the  recent  1991  and  1992  laws.  Prior  ver- 
sions may  now  be  defective,  so  if  you  are  distributing  earlier 
versions,  you  are  encouraged  to  change  to  the  new  format,  or 
consult  with  an  attorney.  You  are  free  to  reproduce  this  fonn 
on  your  own  stationery,  or  on  blank  stationery,  or  any  other 
fonn  you  may  choose.  It  includes  optional  sample  instruc- 
tions which  may  help  the  patient  fill  out  the  fonn. 

(See  list  of  Community  Resources  Advance  Directives  on  page  273.) 
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rate  in  historir  and  sdll 
cut  another  V2  nercent. 


Compare  our  Home  Equity  line  of  Credit  with  any  other  iustnutiou’s. 
the  iowest  interest  rate  is  just  the  heginning. 


You  see,  we  start  by  cutting  .5%  off  our  lowest 
annual  percentage  rate.*  Compare  our  package 
No  points.  No  closing  cost.  No  appraisal  cost. 
No  annual  fees.  No  pre-payment  penalty.  No 
minimum  draw.  No  charge  for  50  checks. 

No  charge  for  Purchase  Security  61 
Extended  (Warranty)  Protection.** 


To  make  it  completely  hassle-free,  we  will 
make  all  the  arrangements  to  transfer  your 
present  line  of  credit  from  another  institution 
if  you  wish. 


Call  the  branch  manager  at 
any  of  our  18  convenient 
branches  statewide. 


t=r 

EQUAL  HOUSING 

LENDER 


Central  Pacific  Bank 

We  Put  You  First!  Member  FDIC 

Main  Branch  / 220  S.  King  Street  / Phone  544-0500 


*Annual  percentage  rate  may  vary  monthly,  but  will  not  exceed  18%  APR.  Certain  restrictions  may  apply. 

**Purchase  Security  & Extended  (Warranty)  Protection  is  in  excess  of  other  insurance.  Certain  conditions,  exclusions  & restrictions  apply. 


Page  B-2 


Advertising  Supplement 


Contemplating  remodeling  your  home?... 


Helpful  hints  to  make  the  job  easier 


With  the  interest  rates  coming  down  in 
the  home  market,  many  homeowners  are 
choosing  to  remodel  their  home.  And 
why  not?  It's  much  more  economical  to 
refurbish  what  you  have  than  to  go  out 
and  buy  a new  home. 

Hawaii  ranked  31st  nationwide  in  the 
remodeling  market  last  year.  It's  no  won- 
der — the  salt  air  that  carries  to  all  parts 
of  the  Island,  not  just  the  waterfront, 
forces  many  homeowners  to  overhaul 
what  they  have. 

Houses  in  older  neighborhoods  are 
also  getting  a new  look.  As  homes  are 
being  passed  to  the  next  generation,  new 
families  are  taking  a good  look  at  their 
present  and  future  needs. 

With  a bit  of  creativity  and  resource- 
fulness, remodeling  plans  can  solve  prob- 
lems or  turn  old  homes  into  new  ones. 

The  first  step 

Once  the  decision  is  made  to  remodel  a 
home,  it  is  essential  to  contact  key  people 
who  can  point  you  in  the  right  directions: 

the  Building  Industry 
Association  and  the 
Hawaii  Remodel- 
er’s Council. 
You  will  need 
a good  con- 
tractor 
and  inte- 
r i 0 r 
design- 


Residential  Remodeling  vs.  New  Residential  Construction 


□ Res.  Remodel  □ New  Res.  Const. 


Source:  U.S.  Bureau  of  Census 


help  you  assess  your  needs. 

“It’s  important  to  deal  with  a licensed 
contractor,  someone  who  knows  what  he 
is  doing,”  said  James  Kellar  of  James 
Kellar  & Associates.  Sometimes  people 
will  try  to  take  a more  inexpensive  route 
with  an  unlicensed  contractor,  which  may 
end  up  being  more  costly  and  time-con- 
suming in  the  long  run. 

“Not  only  that,  but  licensed  contractors 
have  to  adhere  to  certain  state  laws 
regarding  liability  and  workers’  compen- 
sation,” Kellar  said. 

He  pointed  out  that  price  is  not  the 
detemiining  factor  in  choosing  a contrac- 
tor. “You  don’t  choose  a doctor  solely  on 
price.  You  choose  the  service,  not  just  the 
product  delivered.  You  have  to  think 
about  the  quality  of  both.” 

“Some  of  your  improvements,  such  as 
roofing,  will  have  a 20-  to  30-year  war- 
ranty. If  your  contractor  is  established 
and  reputable,  you  know  he’ll  be  around 
in  the  years  to  come  to  service  you,” 
according  to  Roy  Hung  of  Sears 
Installed  Home  Improvement. 

The  interior  designer  helps  you 
look  at  the  materials  available  to 
you  in  the  colors  and  styles  you 
want.  He  or  she  also  obtains  per- 
mits, if  necessary. 

“We  interior  designers  do  more 
than  just  coordinate  the  colors,”  said 


Marilyn  Moss  of  SMG  Inc.  “We  have  to 
check  to  see  that  lights  and  outlets  are  in 
the  right  spots.  We  check  for  details,  like 
ensuring  that  the  lights  in  the  bathroom 
are  positioned  so  that  no  shadow  is  cast 
when  you’re  shaving  or  making  up. 

“We  find  solutions  for  attaining  a liv- 
ing or  working  environment  that  not  only 
meets  the  clients’  preferences  for  comfort 
and  luxury,  but  are  practical  in  every 
sense  as  well,”  she  said. 

Brian  Shuckburgh,  president  of  the 
American  Society  of  Interior  Designers, 
feels  that  one  of  the  driving  forces  in  cur- 
rent remodeling  projects  is  the  aging  pro- 
cess. 

“People  are  planning  for  their ...  retire- 
ment, their  old  age,  and  are  incorporating 
features  that  will  accommodate  both  cur- 
rent and  future  needs,”  he  said. 

Little  touches 

Also  known  as  builder’s  hardware  and 
accessories,  these  items  include  door 
hardware,  locks,  hinges,  doorstops,  cabi- 
net hardware  and  bath  accessories.  Lead- 
ing architects  and  designers  have  always 
paid  attention  to  these  seemingly  minor 
items.  As  one  of  their  mentors,  renowned 
architect  Mies  van  der  Roes,  wrote  “God 
is  in  the  details.” 

Continued  on  page  B-4 
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Bill  Fiddler,  president  of  Fiddler's,  one 
of  the  nation's  oldest  decorative  hardware 
firms,  said,  “We  all  interact  with  these 
things  many  times  a day.  usually  without 
notice,  and  most  of  these  items  are 
mechanical,  subject  to  stress,  wear  and 
tear,  so  their  quality  should  be  foremost 
in  your  selection. 

“Their  design,  quality,  and  perfor- 
mance impact  the  function  and  value  of 
what  may  be  your  most  important  asset 
— your  home.  Quality  is  a function  of 
the  design,  material  and  workmanship.” 

Recent  trends  include: 

• Traditional  European  or  American 
design  is  combined  with  contemporary 
finishes,  such  as  curved  colonial-style 
door  levers  finished  in  high-polished 
chrome.  This  is  a good  design  wed  to 
new  technology  ...  beautiful,  easy  to  use 
and  impervious  to  the  elements. 

• The  newly  passed  Americans  with 
Disability  Act, 
which  calls  for 
accessibility  to 
buildings  for  the 
physically  chal- 
lenged, is  being 
addressed  through 
the  new  styles  and 
products  available 
for  the  modern 
home.  As  our 
population  ages, 
issues  of  function 
and  safety  are 
now  receiving  a 
lot  of  attention. 

For  example, 
door  levers  well  suited  for  weaker  mus- 
cles or  stiffened  joints  and  hinges  and 
doorstops  that  allow  passage  for 
wheelchairs  are  now  being  used.  These 
and  other  innovations  will  result  in  new 
designs  that  will  benefit  all. 

• New  materials  to  satisfy  traditional 
functions  are  being  used.  These  include 
doorknobs  and  cabinet  hardware,  bath 
accessories  made  of  Dupont  Corian  or 
clear  acrylics,  and  European-style  tissue 
roll  holders,  instead  of  the  spring-loaded 
roller. 

• Different  materials  and  finishes  orig- 
inated by  Paris  jewelry  designers  are 
combined  for  a stunning  look.  Gold-and- 
chrome  combinations  have  become  very 
popular,  as  are  hardware  items  of  pol- 
ished chrome  mixed  with  matte  chrome 
accents. 

Prices  vary  slightly,  but  market  compe- 
tition and  the  large  selection  available 
usually  assures  full  value  if  the  emphasis 
is  on  quality  before  lowest  cost.  General- 
ly. 5 percent  of  a construction  or  remod- 
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eling  budget  allocated  to  these  hardware 
and  plumbing  fittings  will  assure  the  best 
quality. 

One  of  the  largest  growing  areas  of 
hardware  is  decorative  doorknobs. 

“It  used  to  be  that  a doorknob  simply 
got  you  in  and  out  of  a room,”  said  Bar- 
bara Wolfley,  vice  president  of  A Touch 
of  Brass.  “Now.  it  adds  the  finishing 
touch.” 

Wolfley  pointed  out  that  a lot  of  exper- 
tise goes  into  the  decision-making  of 
door  hardware  — the  swing  of  the  door, 
the  backset  of  the  door,  the  width,  etc. 
Her  Architectural  Hardware  Consultants 
are  certified  to  make  sure  that  every 
application  works  for  the  client. 

Although  there  are  many  alternatives, 
some  people  like  the  look  of  brass  hard- 
ware in  their  home.  However,  Hawaii's 
salt  air  can  lead  to  quick  corrosion  and 
discoloration.  For  those  who  absolutely 


must  have  brass,  upkeep  is  extremely 
important. 

“Don't  use  brass  polish  when  your 
hardware  is  still  new.  Instead,  frequently 
clean  your  brass  hardware  with  Jubilee, 
which  helps  to  protect  the  lacquer.  When 
the  lacquer  on  the  brass  eventually  wears 
off,  you  will  need  to  use  brass  polish,” 
Wolfley  said.  This  holds  true  for  all  fix- 
tures, whether  in  the  bathroom  or  the 
kitchen. 

The  ultimate  answer  can  be  found  in 
the  Diamond  Finish  hardware,  which  will 
be  available  by  the  end  of  the  year.  Its 
looks  like  brass,  only  darker,  richer,  and 
does  not  tarnish.  The  company  is  starting 
off  with  entry  doors,  but  will  eventually 
get  into  other  areas  of  hardware  and  fix- 
tures. 

Since  your  hardware  adds  the  finishing 
touches  to  any  home,  this  part  is  probably 
the  last  step  in  the  remodeling  process. 
Wolfley  recommended  to  start  looking 
for  these  items  as  soon  as  you  know  what 
you  want,  to  cut  down  on  manufacturer 
price  increases  and  shipping  costs. 


Optical  illusions 

If  the  goal  is  merely  increasing  the 
space  of  an  interior  without  knocking 
down  any  walls,  it  is  possible  to  look  at 
glass  block. 

“Glass  block  is  an  increasingly  popular 
choice  for  remodeling  projects,”  said 
Philip  lodice-Kristianson,  president  of 
Hawaii  Glass  Block.  “This  versatile 
material  has  the  capability  of  opening  up 
tight  spaces  in  a home  or  office  while  still 
providing  privacy.  It  also  lets  more  light 
enter  a room.” 

He  added  that  glass  block  is  an  innova- 
tive material  for  countertops  and  floors  as 
well. 

Marble  has  become  another  alternative 
in  beautifying  the  home. 

“The  look  of  natural  stone  is  impres- 
sive,” said  Lenny  DeWitt  of  Marble  Inno- 
vations. “But  more  important,  it  helps 
increase  the  value 
of  a project  for 
resale  value  advan- 
tage. 

“In  the  past,  mar- 
ble was  regarded  as 
an  expensive  op- 
tion, but  we’ve 
brought  prices 
down  enough  so 
that  almost  any 
home  can  use  it,” 
DeWitt  said. 

At  his  company, 
marble  prices  start 
at  $3.95  per  square 
foot,  which  is 
almost  a third  less  than  other  marble 
dealers,  he  said. 

The  kitchen 

“The  kitchen  has  become  more  than  a 
kitchen,”  said  Dan  Danenberg,  owner  and 
president  of  Eurokitchens.  “In  addition  to 
the  traditional  functions  of  preparation, 
cooking  and  eating,  the  room  has  expand- 
ed into  an  entertainment  and  office  area 
in  some  homes.” 

This  means  making  room  for  a televi- 
sion, stereo  and  even  a computer  in  the 
kitchen. 

Danenberg  noted  that  the  kitchen  has 
become  much  larger  than  it  used  to  be. 
Even  without  the  luxuries  of  audio/visual 
stations,  other  lifestyles  trends  have 
affected  the  kitchen. 

“It’s  more  common  for  households 
now  to  have  more  than  one  cook,”  he 
said.  “We  now  have  to  look  at  installing 
more  than  one  food  preparation  area  and 

Continued  on  page  B-5 
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cooking  area,  even  a couple  of  sinks. 

In  a world  where  convenience  is  every- 
thing. people  are  also  looking  for  a more 
functional  kitchen.  The  latest  in  appli- 
ances is  what  Danenberg  calls  the 
“Appliance  Garage.” 

It  is  exactly  that  — a place  to  store 
every  appliance,  from  the  toaster  to  the 
mixer  to  the  coffee  maker  to  the  can 
opener.  Everything  is  plugged  in  and 
ready  to  use  when  pulled  out. 

When  not  in  use.  the  garage  conceals 
these  appliances  to  keep  your  kitchen 
neat  and  organized.  In  addition,  it  keeps 
the  dust  and  grease  off  them. 

In  fact,  there  are  “pull-outs”  for  almost 
every  conceivable  function:  Spices,  pots 
and  pans,  laundry,  TV  trays,  pantry,  to 
name  a few. 

“These  are  very  costly  and  no  one 
needs  them  all,”  Danenberg  said.  “Sim- 
ply choose  the  most  important  options  to 
fit  your  needs.” 

Still,  trends  in  the  Islands  indicate  that 
homeowners  are  going  back  to  the  more 
traditional  look  — stained  wood,  and 
more  white  than  contemporary  black. 

“The  white  being  used  is  more  of  a 
stained  white,  for  a natural,  lighter  look,” 
Hung  said. 

Moss  agreed,  noting  that  more  Hawaii 
people  are  opting  for  a more  open,  light- 
ed feeling  for  their  homes. 

The  bathroom 

All  rooms  in  the  American  home  are 
becoming  an  expression  of  its  owner's 
lifestyle. 

In  elegant  homes,  no  longer  will  the 
bath  be  out  of  place  because  it  has  been 
put  together  with  a limited  choice  of 
materials  and  products.  The  new  products 
available  today  are  bound  to  be  in  the 
mainstream  and  not  passing  fads,  as  they 
are  practical  and  attractive  improvements 
in  things  we  use  every  day. 

The  bath  is  now  part  of  gracious  living 
— a personal  and  comforting  environ- 
ment that  has  been  carefully  designed  to 
combine  function  with  a quiet  understat- 
ed sense  of  luxury  and  well  being. 

Customized  showers  have  been  created 
for  individual  lifestyles. 


These  “Power  Showers”  were  the  ulti- 
mate status  symbol  in  the  offices  of  Hol- 
lywood producers  and  New  York  deal- 
makers  just  a year  ago  and  have  become 
necessities  in  today’s  busy  home. 

Shower  components  may  include  wall- 
mounted  handshowers,  which  have 
evolved  to  replace  the  conventional 
shower  head.  Functions  vary  for  different 
lifestyles,  but  choices  range  from  aerated 
sprays,  invigorating  sprays,  watersaving 
adjustments,  pulsating  massages  and 
more. 

When  installed  on  a vertically 
adjustable  wall  bar  and  equipped  with  a 
long  connecting  hose,  you  have  the  ulti- 
mate in  luxurious  yet  sensible  showering. 
The  shower  can  be  adjusted  for  all  mem- 
bers of  the  family,  and  bathing  children 
or  animals  is  easier.  Personal  washing  is 
quick  and  comfortable,  and  maintaining 
the  shower  itself  is  easy  and  safer. 

Also  new  for  1992  are  “pressure-bal- 
anced” shower  valves.  These  valves  are 
now  available  from  all  of  the  major 
plumbing  manufacturers. 

The  valves  are  engineered  to  instantly 
compensate  for  fluctuations  in  water 
pressure  on  the  hot  and  cold  lines,  thus 
preventing  scalding  or  cold  water  only 
from  reaching  the  shower  if  another 
device  or  appliance  in  the  home  starts 
drawing  water  from  the  line. 

Fiddler  said,  “The  ultimate  power 
shower  will  include  wall-mounted  body 
sprays,  arranged  much  like  an  automatic 
car  wash  with  the  top  spray  positioned  at 
shoulder  level  and  the  bottom  spray  just 
below  the  waist  ...  soap  up,  spin  around, 
you’re  done!  Just  in  time  to  answer  the 
phone  installed  next  to 
the  commode.” 

And  as  you 
lunge  for  the 
phone,  there 
should  be  a 
substantial 
safety  grab 
bar  in  a 
convenient 
location.  A 
good  grab 
bar  is  important 
in  the  complete 
bath,  as  people 
remain  active  and 
independent  much 
longer  these  days,  and  the  risk  of  injury 
in  the  home  is  increased.  Grab  bars  are 
available  to  complement  all  design 
themes. 

Storage  in  the  bathroom  has  often  been 
taken  for  granted.  It  is  either  hidden  away 
or  so  tacky  but  practical  that  you  put  the 
storage  containers  away  before  you  let  a 


guest  see  the  bathroom. 

Engineers  at  Robem  Inc.,  working  with 
researchers,  have  tackled  storage  and 
lighting  problems  in  the  bath  and  invent- 
ed the  Mirror  Plus  system. 

Designed  to  replace  the  wall  mirror 
above  the  sink  and  vanity.  Mirror  Plus  is 
a sophisticated  modular  cabinet  and  light- 
ing system.  Unlimited  design  freedom 
with  just  four  components  allows  the  cre- 
ation of  more  than  5,000  combinations. 

Cabinets  are  built  in  three  different 
widths,  two  depths,  with  three  styles  of 
tops,  and  may  be  surface  or  recessed 
mounted.  Optional  items  include  mirrors, 
shelves,  task-designed  lighting,  conve- 
nience outlets  for  rechargeables,  and  fog- 
free  mirrors. 

Another  trend  is  the  “downsizing”  of 
luxury  baths  to  fit  existing  construction. 

Kallista  Inc.,  known  for  its  large 
whirlpool  baths,  has  recently  introduced  a 
small  bath,  60  inches  long  by  32  inches 
wide,  for  replacing  existing  bathtubs  in 
condominiums  and  houses.  Available 
with  or  without  a whirlpool,  the  tub  is 
deeper  than  normal  to  allow  luxurious 
soaking. 

For  anyone  who  is  remodeling  and 
short  on  space  or  who  wants  an  an  Island 
setting,  Kallista  offers  the  Kallispera 
model  that  can  be  installed  in  a comer. 

This  bathtub  has  a six-jet  whirlpool 
system  and  is  191/2  inches  deep  to  permit 
blissful  soaking.  There  is  even  a head 
cushion  — in  waterproof  gold  or  silver 
— as  an  additional  option. 

Or  how  about  the  Kalligamos  model,  a 
6-foot-diameter,  19y2-inch-deep  bathtub 
with  a clover  leaf  interior  shape.  It  can  be 
installed  either  raised  or 
sunken. 
And  each 
Kallista 
bathtub  is 
handmade 
and  is  avail- 
able in  vir- 
tually any 
color. 

If  you  are  planning 
new  construction  or 
remodeling  your  bathroom,  visit 
Fiddler’s  showroom  and  see  the 
'*•  n wide  selection  of  Kallista  bath- 
- — ' tubs,  basins  and  faucetry  and  the 

Robern  Mirror  Plus  system.  A 
bathroom  never  has  to  be  boring  again. 

One  of  important  issues  surrounding 
the  bathroom,  said  Hung,  is  the  state’s 
water  conservation  efforts.  The  City  & 
County  of  Honolulu  has  an  ordinance 
that  now  requires  toilets  to  flush  only  1.6 

Continued  on  page  B-6 
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REMODEL  WITH 
COASTAL 

End  Your 

Window  Problems  Forever 

COASmL 

SOLID  VINYL 
WINDOWS 

MADE  LOCALLY 

20  Year  Warranty 

^ A Special  discount  to  -A-k 
victims  of  hurricane  Iniki. 

Visit  Our 

Showroom/Factory 
94-533B  Puahi  Street 

SEE  OUR  SPECIALTY  WINDOWS 

Wapio  Gentry  Business  Park 

Call 

676-0529  or  262-7600 


MORIKAWA 
DRAPERY 
& CARPETS 

"Serving  Hawaii  Since  1949" 


• Carpets 

• Custom  Draperies 

• Sheet  Vinyl  Flooring 

• Vertical  & Mini  Blinds 


FOR: 

• Commercial 

• Hotels 

• Residential 

• Condominiums 

• Contract 

• Service  & Installation 


Call  us  for  monthly  specials! 


1258  N.  King 

(Across  From  Kapalama  Post  Office) 


gallons,  as  opposed  to  three. 

Homes  that  currently  have  three-gallon 
flush  toilets  can  keep  them  until  they 
remodel,  when  they  must  be  replaced 
with  1.6-gallon  flush  toilets. 

Again,  glass  block  has  become  a popu- 
lar choice  for  bathrooms,  particularly 
shower  stalls.  “Pittsburgh  PC  Glass 
Block  carries  a five-year  warranty 
against  leaking  and  discoloration,” 
lodice-Kristianson  said.  “And  you  don’t 
have  to  build  the  glass  wall  all  the  way  to 
the  ceiling.” 

Other  than  that,  the  styles  of  bathroom 
accessories  are  very  personal.  Like  door- 
knobs, the  fixtures  need  to  be  cared  for. 
Wolfley  warned  against  toothpaste  and 
Windex,  as  they  only  add  to  corrosion. 

The  finishing  touch 

No  project  is  complete  until  the  car- 
pets, flooring,  and  window  coverings  are 
installed,  and  the  choices  today  are  stag- 
gering. 

Carpets  come  in  many  styles,  vinyl 
flooring  options  are  endless,  and  window 
coverings  range  from  ornate  draperies  to 
mini-blinds  in  exciting  fabrics  and  colors. 

Morikawa  Drapery  & Carpets  has  been 
helping  Hawaii’s  residential  and  com- 
mercial owners  solve  their  flooring  and 
window  problems  since  1949. 

With  a huge  selection  of  carpeting, 
draperies,  vertical  and  horizontal  mini- 
blinds, Morikawa  Drapery  is  not  only  a 
full-service  business  but  a “do-it-your- 
selfer”  advocate. 

“If  you  want  to  have  the  satisfaction  of 
installing  your  own  carpet,  vinyl  floor- 
ing, or  mini-blinds,  we  will  help  you 
select  the  proper  materials  and  give  you 
the  necessary  pointers  to  make  the  job 
successful,”  said  Alan  Morikawa,  the 
company’s  general. 

“Installing  your  own  floor  and  window 
coverings  is  now  easier  than  ever  and 
very  cost-effective,”  he  said. 

And,  Morikawa  Drapery  also  carries 
Hotpoint  Appliances  for  the  kitchen. 

For  the  window  frames,  Coastal  Win- 
dows Inc.  has  a factory  in  Waipio  Gentry 
Business  Park  that  manufactures  rigid 
vinyl-frame  windows  and  doors.  These 
windows  are  not  vulnerable  to  Hawaii’s 
humidity  and  salt  air. 

“One  of  the  owners  redesigned  the 
rollers  and  other  metal  hardware  in  ordi- 
nary vinyl  windows  and  replaced  them 
with  Teflon,  stainless  steel  and  nylon 
parts,”  said  Marie  Winner  of  Coastal 
Windows.  “The  result  was  a totally  cor- 
rosion-free window  system,  the  only  win- 
dow ever  produced  specifically  for  the 
Hawaiian  environment.” 

She  said  many  local  windows  are 


framed  in  aluminum  and  are  becoming 
problems  for  homeowners.  Although  it  is 
slightly  cheaper  to  replace  them  with  alu- 
minum, they  will  inevitably  have  to  be 
replaced  again  due  to  the  deterioration 
familiar  to  thousands  of  Hawaii  residents. 

When  the  project  is  completed,  the 
right  piece  of  art  is  an  elegant  way  to  per- 
sonalize your  home  or  office. 

Some  art  pieces  can  cost  about  $3,000 
each.  Li  Schoolland  of  Double  Eye 
Hawaii  offers  an  affordable  alternative. 

By  renting  art  for  as  low  as  $25  per 
month,  most  people  can  afford  originals 
or  graphics  of  the  masters,  both  interna- 
tional and  local.  Elegantly  framed  works 
include  Monet,  Van  Gogh,  Picasso, 
Fumagalli,  Otsuka  and  more.  In  addition 
to  paintings.  Double  Eye  also  offers 
sculptures  and  has  started  to  bring  in 
works  of  tapestry. 

“Leasing  provides  flexibility,  improves 
the  lessee’s  cash  flow,  offers  fixed-rate 
financing  and  helps  the  art  earn  its  keep,” 
Schoolland  said. 

On  the  outside 

Although  Hawaii  is  surrounded  by 
beautiful  beaches,  there  are  a few  advan- 
tages to  having  a pool  in  your  yard. 

“Many  pool  owners  have  told  me  that 
the  addition  of  a pool  has  helped  keep 
their  family  members  at  home  more 
often.  They  do  more  things  together 
around  the  pool,  like  swim  or  barbecue,” 
said  Monte  Morris,  president  of  Wonder- 
pool.  “And  with  ‘family  values’  being  an 
issue  now,  pools  can  be  a plus.” 

Keep  in  mind  that  if  a yard  is  made  up 
of  more  coral  or  rocky  soils,  this  will  cost 
more  than  yards  composed  of  sand  or  red 
clay.  And  if  a remodeler  lives  within  the 
boundaries  of  the  City  & County  of  Hon- 
olulu, fencing  requirements  state  that  the 
fence  has  to  be  at  least  41/2  feet  high. 

“Wonderpools  don’t  take  too  long  to 
install  — maybe  three  to  four  weeks,” 
Morris  said.  “Other  types  of  pools  take 
from  six  weeks  to  almost  a year  to 
install.” 

The  one  advantage  Wonderpool  has  is 
its  vinyl-lined  pools.  They  are  more  flex- 
ible, won’t  crack  and  have  a 25-year  war- 
ranty. Best  of  all,  they  are  much  more 
affordable  than  plaster  or  granite  and 
require  less  maintenance. 

Protecting  your  home 

Once  a remodeling  homeowner  has  a 
home  exactly  as  intended,  it  is  time  to 
think  about  adequate  protection.  Ever- 
changing  technology  allows  ordinary  citi- 
zens to  have  the  latest  in  sophisticated 

Continued  on  page  7 
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protection  systems. 

“When  planning  a home  security  sys- 
tem. it  is  easier  and  less  expensive  to 
make  the  wiring  changes  while  you’re 
building  or  remodeling,”  said  Ricky 


Kurihara,  owner  of  Ricky  Kurihara 
Electronics. 

“Although  the  rewiring  can  be  done  at 
any  time,  it  is  easier  to  install  the  compli- 
cated wiring  systems  in  a more  unobtru- 
sive way  at  the  time  of  construction.  So, 
consider  a security  system  at  the  same 
time  you  plan  your  remodeling  project.” 

Today’s  security  systems  let  family 
members  control  what  happens  inside 
their  home  and  around  the  perimeter. 
Intercoms,  outdoor  lighting  systems, 
voice  warning  systems  that  announce  to 
an  unwelcomed  guest  that  he  is  too  close 
to  your  home,  are  just  a few  of  the  choic- 
es now  available. 

One  of  the  newest  inventions  is  a 
cigarette  package-sized  closed-circuit 
television  surveillance  camera  that  allows 
you  to  monitor  any  room  in  your  home  or 
the  perimeter  from  any  TV  screen  in  the 
house.  Just  push  a button  and  view  the 
back  yard.  Push  another  button,  and  see 
who  is  at  the  front  door.  This  system  is 
also  perfect  for  monitoring  small  children 
or  the  elderly. 

Another  exciting  development  is  alarm 
window  screens.  With  these,  it  is  safe  to 
leave  your  windows  open  and  enjoy  a 
cool  breeze  and  still  have  tight  security. 
Perfect  not  only  for  houses  but  apart- 
ments and  townhomes. 

Also  available  is  a wireless  sensor  sys- 
tem that  makes  it  possible  to  always  hear 
the  doorbell.  The  gadget  makes  it  possi- 
ble to  work  in  any  room  of  the  house  and 
still  hear  the  doorbell  when  anyone 
arrives. 

Since  so  much  time  and  money  is 
invested  in  remodeling  your  home,  it 
only  makes  sense  to  protect  your  invest- 
ment with  an  electronic  security  system. 

Ready  to  start?  The  best  bet  is  to  call 
the  Building  Industry  Association  of 
Hawaii  at  847-4669  for  references  of 
remodelers.  Everything  should  be 
obtained  in  writing  and  contracts  should 
specify  the  responsibilities  and  obliga- 
tions of  both  parties. 
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INSTALLED 
HOME  IMPROVEMENT 


We‘re  America's  Largest  Installer 
of  Home  Improvements  With: 

• FREE  IN-HOME  ESTIMATES 

• PROFESSIONAL  INSTALLATION 

• QUALITY  PRODUCTS  WITH  WARRANTIES 
YOU  CAN  BELIEVE  IN  (See  store  for  details) 

• CONVENIENT  FINANCING  PLANS 

Specialists  in: 

★ ROOFING  ★ GUTTERING 

★ KITCHEN  & BATH  REMODELING 

★ GARAGE  DOORS 

★ WINDOW  REPLACEMENT 
and  a whole  lot  more! 

CALL  TODAY  and  let  our  professional  kitchen/bath 
designers  and  roofing  specialist  assist  with  your  home 
improvement  needs. 

All  Sear  Home  Improvement  is  sold,  furnished  and  installed  by  Sear  authorized 
licensed  contractor,  C-4285. 

ALA  MOANA  947-0364  PEARLRIDGE  487-4264 
HOME  IMPROVEMENT  CENTRAL  247-8229 


MARBLE  INNOTATIONS 

Natural  Stone  Products 

▲ Natural  Stone  Flooring  A Over  40,000  sf  in  Stock 
A Quality  Custom  Fabrication  for  Your  Home 
A Factory  Direct  Import  Prices 
A Marble  Tile  as  low  as  $3.95/sf 

591-1327 

1141-E  Waimanu  Street  • Honolulu,  Hawaii  96814 
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Waited 

^tiOiig  Enough 


ROYAL  PALM  CONSTRUCTION 
and  LANDSCAPING  INC. 


94' 148  Leowaena 
Units  H,  I,  J 
Waipahu,  Hawaii  96797 


Fax  677'0653 


• Construction 

• Drafting  & Design  Services 

• Landscaping 

• Maintenance  Services 

• Nursery  & Landscaping  Materials 


CONSTRUCTION 
Salt  Lake,  Honolulu 


BEFORE 


Lie  # BC- 14300 


ADDITION  OF  A TWO  STORY 
WING,  INTERIOR  RENOVATIONS 
AND  REROOFING 


AFTER 


Apartment  wins 
top  awards 

The  Alan  Beall  residence  recently 
won  top  honors  in  the  Building 
Industry  Association  of  Hawaii’s 
Seventh  Annual  Renaissance 
Awards,  a statewide  competition  rec- 
ognizing excellence  in  design  and 
construction  of  residential  and  com- 
mercial remodeling  projects. 

The  residence  was  honored  in  the 
major  residential  category  for  pro- 
jects more  than  $250,000. 

Remodeling  the  Beall  apartment 
was  a challenge.  The  project’s  pur- 
pose was  to  renovate  an  existing 
two-bedroom  apartment  into  a new 
bachelor’s  apartment.  The  apartment 
was  25  years  old  and  in  the  original 
style  and  needed  general  refurbishing 
as  well  as  conversion  to  address  the 
current  needs  of  the  owner. 

Renovating  the  apartment  required 
an  understanding  of  the  client’s 
needs.  The  apartment  had  been  in  the 
client’s  family  for  many  years.  It  had 
been  a rental  unit  for  several  years, 
but  had  been  occupied  by  family 
members  for  many  years  before  that. 
While  the  whole  apartment  needed 
considerable  work,  it  also  held  many 
happy  memories.  Preserving  a feel- 
ing of  familiarity  and  home,  preserv- 
ing a sense  of  place,  became  an 
important  goal  for  the  project. 

A larger  and  more  spacious  master 
bedroom  was  carved  out  of  the  exist- 
ing master  bedroom  with  a little 
space  borrowed  from  the  second 
bedroom. 


The  second  bedroom  was  opened 
up  to  a rear  corridor  that  was 
enclosed  as  part  of  the  project  and 
was  converted  to  a spa  and  exercise 
room. 

The  existing  kitchen  was  com- 
pletely renovated  and  equipped  with 
state-of-the-art  appliances. 

Continued  on  page  B-9 
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Specific  needs  are  graciously  pro- 
vided for,  while  no  space  is  wasted. 
The  client  is  a collector  of  antique 
toys  and  memorabilia.  Niches  and 
shelves  were  carved  out  of  walls  and 
corners  to  provide  display  and  stor- 


m 


age  for  them.  No  space  was  too  small 
to  serve  a useful  purpose. 

One  of  the  most  enjoyed  areas  of 
the  renovated  apartment  is  the 
Hikie'e,  a traditional  Hawaiian  dou- 
ble daybed.  A small  lanai  in  the  cor- 
ner of  the  living  area  was  filled  with 
a raised  platform  and  surrounded 
with  a ledge  wide  enough  to  hold  a 
TV,  books  and  magazines.  An  over- 
sized mattress  and  pillows  makes 
this  a place  for  reading,  lounging, 
watching  TV,  enjoying  the  view  and 
relaxing.  It  also  provides  delightful 
and  unique  accommodations  for 
overnight  guests. 

In  the  new  apartment,  the  only 
existing  elements  that  had  to  be  rec- 
ognized were  the  location  of  plumb- 
ing connections  and  electrical  facili- 
ties. 

To  locate  a guest  powder  room 
close  to  the  living  area,  the  floor  was 
raised  to  allow  access  to  existing 
plumbing  connections. 

A coffer  in  the  entry  was  carved 
out  of  the  existing  ceiling  to  give  the 
client  room  for  an  18th-century 
French  armoire  that  was  a family 
heirloom. 

The  final  product  is  a collection  of 
decisions  and  actions  that  fulfill  the 
owner’s  requirements  in  this  regard, 
but  more  than  that,  the  project  started 
with  a faded  apartment,  memories 
and  a personal  vision  and  ended  with 
a private  and  personal  home  for  a 
busy  executive  in  a busy  city. 

The  total  cost  of  the  Beall  remod- 
el, which  involved  extensive  struc- 
tural work  and  the  addition  of  a spa 
and  exercise  room  was  $265,000. 

Project  architect  was  Sutton  Can- 
dia  Partners,  interior  designer  was 
Cleve  & Levin  and  the  contractor 
was  Lindeman  Construction  Inc. 


AN  EMPIY  WALL? 

Let’s  decorate  it  with  beautiful  art  at  an  affordable  price! 


With  rich  culture  background  and 
experiences  working  with  large 
corporations,  small  businesses  nd 
individuals,  Li  can  offer  you 
professional  assistance  in  choosing  the 
right  art  for  your  needs. 

In  the  fine  art  arena,  nobody  knows 
how  to  turn  your  dream  into  reality 
like  Double-Eye  Hawaii.  Not  only  are 
we  the  best  in  getting  the  art  you 
desire,  but  also  in  working  with  you  to 
get  the  most  within  your  budget. 


DOUBLE-EYE  HAWAII,  INC. 

J^ine  J^rt  Leasing  and  ‘J{entaf 

Paintings  • Graphics  • Sculptures  by  Local  • National  • International  Acclaimed  Artists 

Please  call  Li  for  a complimentary  consultation:  808-599-5742  • 808-599-8804 

500  Ala  Moana  Blvd.,  Seven  Waterfront  Plaza,  Suite  220,  Honolulu,  HI  96813-4918  • At  Restaurant  Row 


MORE 
THAN  JUST 
SECURITY... 

W hen  you  decide  to  make  an  investment  in 
improvements  that  enhance  and  add  to  the  value  of  your 
home  - add  to  its  security,  comfort  and  convenience  with 
the  installation  of  top  quality  electronic  systems 


• Security  Systems 

• Intercoms 

• Access  Control 

• Smoke  & Fire  Detection 

• "Smart  House" 


• Closed  Circuit  TV 

• Communication  Systems 

• Video  Distribution 

• Sound  Systems 

• Home  Automation 


For  consultation  and  further  details,  call  today. 

486-5 1 1 1 

Ricky  Kurihara  Electronics 

Contractor’s  License  #16179 

Quality  You  Can  Trust 
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Making  the  place  look  like  a pig  sty 


Oinks  Restaurant  in  Ward  Centre  has 
been  open  only  four  months  and  is 
already  an  award-winner,  earning  an 
award  of  merit  in  the  commercial  reno- 
vation category  of  the  Building  Industry 
Association  of  Hawaii’s  Seventh  Annual 
Renaissance  Awards. 

The  challenge  of  this  project  was  to 
convert  a former  bank  branch  office  into 


a contemporary  restaurant  specializing 
in  ribs. 

The  existing  4,500  square  feet  of  inte- 
rior space  was  entirely  renovated  and 
1,700  square  feet  of  drive-through  and 
walkways  was  converted  into  outdoor 
seating.  To  keep  general  construction 
costs  to  a minimum,  the  design  worked 
within  existing  structural  and  architec- 


tural conditions. 

At  Oinks,  the  menu  is  very  honest 
and  straightforward.  However,  the 
design  is  funky  and  colorful  with  a 
sprinkle  of  whimsy  throughout. 

For  example,  a fun  detail  is  the  bar 
top,  made  out  of  raw,  polished  con- 
crete. By  using  plain  and  familiar 
material  in  an  unexpected  way,  ordi- 
nary concrete  is  transformed  into 
something  new. 

Adding  to  the  country  flavor, 
cowhide-wrapped  panels  are  applied 
to  the  bar,  which  is  lit  with  a halogen 
strip  light.  Polished  chrome  hooks 
are  mounted  every  12  inches  to 
accommodate  purses  and  bags 
around  the  bar. 

An  industrial  foot-operated  hand 
sink  is  located  in  the  main  dining 
room  for  patrons  to  wash  the  sauce 
off  their  hands. 

Finally,  the  entire  ceiling  became  a 
canvas  for  a custom  sky  mural  with 
pigs  flying  through  the  clouds  by 
local  artists  Peggy  and  Eric  Chun. 

To  create  sparkle,  personality  and 
drama,  15  different  types  of  low-volt- 
age and  incandescent  fixtures  on 
dimmers  were  used. 

Narrow  spot  lamps  were  used  to 
create  tight  pools  of  light  and  to 
highlight  pig  artifacts  while  strings  of 
lights  with  pigs,  trout,  cows  and 
other  animals  offer  an  abundance  of 
fun  and  imagination  to  the  patio  at 
night. 

Architect  for  the  project  was  Philip 
K.  White  Associates;  the  designer 
was  Byron  Wong,  Wong  Design 
Group;  and  the  contractor  was  S. 
Iwane  Inc. 


SOLID  VINYL  MEANS  A 
SOLID  ADVANTAGL 


Park  bench  or  picnic  table,  siding,  soffits,  gutters,  windows... 
whatever  your  needs  vinyl  products  can  ease  maintenance, 
increase  values  and  improve  looks  at  far  less  cost  than 
you  might  think.  Call  the  Second  Generation  Kamaaina 
company  and  find  out  just  how  easy  improving  your 
quality  of  life  in  the  Islands  can  be... 


HAWAII 


VINYL 


SUPPLY 


98-723  Kuahao  Place  • Pearl  City,  Hawaii  96782 
(808)  488-9998  • FAX  (808)  486-1009 


Lie  No,  C- 14358 


Custom 

Contractors 

Inc. 


The  Awning  Window  People™ 

CUSTOM  AWNING  WINDOWS 

50,000  sizes  available  • Choice  of  frame  colors  and  glass 
Options  • Cam-lock  security  • 100%  ventilation  • 100’s  in  stock! 

Showroom/Warehouse  f \ A T T 1 

99-840  Iwaiwa  Steet  X Vr\/ 

Aiea,  Hawaii  96701  p^.  483-0109 
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KAPIOIANI  MEDICAL  CENTER 


KMC  takes  the  ‘ouch’  out  of  children’s  care  with  color 


The  new  Pediatric  Intensive  Care 
unit  at  Kapiolani  Medical  Center  is 
twice  the  size  of  the  former  facility. 
The  new  unit  is  efficient,  psychologi- 
cally comfortable  and  reassuring  to 
the  children  and  their  parents. 

“Providing  interior  design  services 
for  Kapiolani  Medical  Center’s  new 
Pediatric  Intensive  Care  Unit  was 
one  of  the  most  difficult  design  prob- 
lems I have  ever  encountered,”  said 
Janet  Daniel  of  Daniel  Design  Ltd. 

Patients  and  parents  are  scared. 
The  medical  staff  sees  the  worst.  The 
Pediatric  Intensive  Care  Unit  treats 
lung  problems,  brain  injuries,  motor 


vehicle  accidents,  near-drownings, 
bums  and  falls. 

The  unit  is  filled  with  monitoring 
and  respiratory  equipment.  It  was 
imperative  that  all  materials  selected 
be  practical,  finishes  be  durable  and 
materials  portray  a feeling  of  soft- 
ness, cheerfulness  and  comfort  — 
color  selection  was  the  key  to  the 
design  concept. 

For  many  years  it  has  been  accept- 
ed throughout  the  professional  world 
that  color  plays  an  extremely  impor- 
tant role  both  in  a child’s  conscious 
and  sub-conscious  worlds. 

Kapiolani’s  PICU  represents  the 
most  advanced  facility  in  critical  care 
for  children.  Architects  Hawaii  Ltd. 
designed  an  open-unit  concept.  The 
unit  was  designed  in  such  a way  that 
the  nurses  and  physicians  can  easily 
see  and  reach  the  children. 

Daniel  Design’s  goal  was  to  create 
a nurturing  atmosphere  in  a highly 
technical  and  specialized  medical 
unit.  The  interior  design  concept  had 
to  be  finished  appropriately  for  male 
and  female  patients  and  their  parents. 
The  children’s  ages  ranged  from  very 
young  to  teen-agers. 


The  essence  of  Hawaii  is  introduced 
through  colors  of  the  rainbow  and  tex- 
tures of  the  beach.  Finishes  include  a 
shell  motif  wallcovering,  a collection  of 
fish  artwork,  and  a relaxing  aquarium  in 
the  family  lounge. 

Rainbows  of  color  were  used 
throughout  the  interiors.  Colors  of 
cubicle  curtains,  window  covering. 


wallcovering,  counters  and  floors  create 
a subtle  mood.  The  finished  project 
does  not  feel  like  an  intensive-care  unit. 
The  psychological  impact  is  relaxing 
and  comforting  to  the  parents  and  criti- 
cally ill  children. 

The  interior  designer  was  Janet 
Daniel,  Daniel  Design  Ltd.,  and  the 
architect  was  Architects  Hawaii  Ltd. 


Immerse  Yourself  in  Luxury 


Exclusive  Whirlpool  Baths,  Showers,  Faucets,  Accessories 

fiddler's 

1020Auahi  Street,  Honolulu  (808)  522-0235 


TOPS  IN  COUNTERTOPS,  KITCHENS,  BATHS 
SINKS  & SHOWERWALLS...STYLEO  BYRBL 
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Updating  old  Hawaii  with  charm  and  elegance 


By  Gloria  Garvey 


Philip  K.  White  & Associates  was  responsible  for  remod- 
eling and  updating  a 40-year-old  Kahala  home  for  a family 
that  had  lived  in  the  home  for  20  years. 

The  owners,  who  had  moved  into  the  home  when 
they  married,  found  that  changes  in  their  lives 
and  lifestyle  over  the  years  made  a differ- 
ent environment  desirable. 

Still,  their  home  was  well  located  — 
on  a desirable  corner  location  in 
Kahala  — ■ and  they  had  come  to 
appreciate  the  benefits  of  living  in 
the  area. 

In  addition  to  wanting  to  recon- 
figure and  redesign  their  living  envi- 
ronment, the  owners  felt  that  com- 
pletely redoing  this  old  Kahala  house 
made  good  economic  sense.  During 
their  residence,  the  neighborhood  had 
changed  dramatically,  and  their  home  — 
even  though  it  had  undergone  various  additions 
and  redecoration  over  the  years  — no  longer  kept  up 
with  the  prevailing  “standard.”  The  owners  of  Kahala  Court- 
yards are  longtime  kamaainas  who  wished  to  protect  their 
investment,  and  to  preserve  their  lovely  Island-style  home  at 
the  same  time. 

This,  then,  is  the  paradox  which  was  presented  to  the 
architect  and  designer.  They  were  intrigued  and  delighted 
with  the  opportunity  to  work  in  partnership  with  an  owner 
from  one  of  Honolulu’s  grandest  neighborhoods.  Thus,  it 
was  easy  to  think  of  them- 
selves as  a design  team. 

In  addition  to  “keeping 
their  house  Hawaiian,”  the 
house  needed  to  accommo- 
date their  young  child,  so  the 
swimming  pool  (put  in  as 
part  of  an  earlier  redesign) 
was  eliminated  for  safety 
reasons  and  an  enclosed  out- 
door play/recreation  area 
was  created.  Although  the 
owner  sought  to  create  an 
informal  and  inviting  setting, 
the  environment  had  to  be 
flexible  enough  to  accom- 
modate their  professional 
lives  — which  included  peri- 
odic formal  entertaining. 

The  design  team  agreed  that 
it  was  necessary  to  demolish 
all  but  the  kitchen,  the  din- 
ing room  window  wall  and 
the  guest  room. 

The  new  plan  allows  for  a more  natural  flow  and  ease  of 
function,  and  takes  maximum  advantage  of  the  balmy 
Hawaiian  trade  winds  and  the  beautiful  greenery  surround- 
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ing  the  house.  Even  the  entrance  of  the  home  was  moved 
from  one  street  to  the  other,  relocating  it  on  the  quieter 
street.  The  opportunity  to  create  a more  formal  entrance  was 
taken,  and  the  use  of  planting  and  gentle  lighting  have  creat- 
ed a dramatic  presence  and  effect. 

The  sloped  cedar  shake  roof  recalls  old  Kahala, 
and  helps  to  create  the  integration  of  the  old 
roof  and  rooms  with  the  new,  fresher  look. 
The  lush,  tropical  landscaping  and 
outdoor  living  spaces  give  this  home 
the  elegant  informality  for  which  old 
Kahala  homes  were  known. 

French  doors  bordering  the  vari- 
ous courtyards  open  wide,  provid- 
ing practically  invisible  barriers 
between  the  understated  interior 
and  the  outdoors,  allowing  the  own- 
ers to  take  full  advantage  of  the 
beautiful  weather  that  blesses  Kahala 
year  round. 

While  one  courtyard  is  formal  and  well 
suited  to  entertaining  guests,  another  takes  a 
family-oriented  approach,  featuring  a barbecue  and 
recreation  area.  The  first  is  visible  from  the  entrance,  living 
room  and  master  bedroom,  and  the  latter  is  visible  from  the 
kitchen,  dining  room  and  guest  room. 

The  master  bedroom  has  been  transformed  and  is  now  a 
master  suite,  including  a bedroom,  sitting  room  with  private 
office,  two  full  baths,  and  two  full-size  walk-in  closets.  The 
master  bath  suite  features  glass  block  in  gently  curved  walls 
for  both  his  and  her  showers.  As  in  the  bedrooms  and  else- 
where in  the  house,  the 
lighting  in  the  baths  is 
designed  to  accommodate 
various  moods,  and  en- 
hances the  ambience  of  open 
space. 

The  use  of  both  indirect 
and  direct  lighting  in  the 
new  plan  also  helps  high- 
light added  architectural  ele- 
ments and  to  create  shadow 
for  accenting  the  soft,  under- 
stated hues  of  the  materials 
used  for  the  walls  and  floor- 
ing in  the  home. 

For  example,  evenly  dis- 
tributed indirect  core  light- 
ing along  the  perimeter  of 
the  vaulted  ceilings  helps  to 
enhance  the  volume  of  space 
in  both  the  living  and  dining 
rooms  (see  cover  photo).  Art 
niches  were  created  in  both 
rooms,  using  specific  down  lighting  for  the  purpose  of  high- 
lighting the  owners’  art  objects. 

Like  the  architecture,  the  interior  color  scheme  and  design 
includes  subtle  changes  and  dramatic  accents.  From  the  crisp 
Continued  on  page  B-13 
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Entrance  leading  to  one  of  the 
courtyards 


white  of  the  kitchen  and  child’s  bedroom, 
to  the  pale  peach  used  in  the  living  room 
and  dining  room  to  the  dark  green  walls 
of  the  den,  this  house  offers  a wide  vari- 
ety of  moods. 

Neutral  floor  materials  of  marbles, 
ceramic  tile  and  carpeting  work  with 
pure  white  enamel  trim  paint  to  tie  all  of 
the  rooms  together  with  each  other  and 
the  outdoors.  Wall  treatments  include 
patterned  wallpaper  for  the  powder  room 
and  guest  bath,  subtly  textured  paper  in 
the  den  and  master  suite,  as  well  as  seven 
different  but  complementary  paint  colors 
for  walls  and  ceilings. 

Redesigning  and  renovating  this  Kaha- 


The  den  features  dark  green  walls 
with  white  trim 


la  home  was  a labor  of  love  for  the 
design  team.  The  finished  project  offers  a 
modern-day  renaissance  of  their  mutually 
beloved  Hawaiian  approach  to  life  and 
living. 

The  home  is  the  perfect  showcase  for 
the  Asian  art  and  European  antique  furni- 
ture that  the  family  has  collected  over  the 
years  — and  the  combination  of  the  two 
in  this  beautiful  environment  is  truly  typ- 
ical of  a Hawaii  of  bygone  days. 


General  Contracting  / Remodeling  • Additions 
Interior  Design  • Architectural  Drafting 
(808)  734-8808 
"We  do  it  all" 


f^WONDERPOOL 

I ■ Why  get  an  old-fashioned  pool  when  you  can  have  a 

Wonderpool? 

14'  X 28'  Inground  Pool  INSTALLED! 

reg.  $18,200*  Now*  $13,900*  SAVE $4.300! 


Contr.  Lie.  #C-15406 


PHONE  676-8126 

CALL  TODAY  FOR  A FREE  ESTIMATE 


Restrictions  apply 
Offer  Expires  1 1/15/92 
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Hiring  a Contractor 

If  you  are  seriously  considering  a 
home  remodeling  job  or  thinking  of 
installing  a swimming  pool,  then  you 
will  probably  hire  a contractor  to  do 
the  work. 

As  licensed  contractors  have  met 
experience  and  examination  require- 
ments, and  are  required  to  maintain 
workers’  compensation  insurance  and 
liability  insurance,  it  is  necessary  to 
insist  that  the  contractor  you  hire  be 
licensed.  With  limited  exceptions,  all 
contractors  are  requied  to  be  licensed. 
Unlicensed  contracting  acitvity  is  ille- 
gal in  Hawaii  and  is  prosecuted  by  the 
Regulated  Industries  Complaints  Office 
(RICO)  of  the  Department  of  Com- 
merce and  Consumer  Affairs. 

Complaints  against  licensed  contrac- 
tors also  are  prosecuted  by  RICO.  These 
complaints  may  result  in  sanctions 
imposed  by  the  Contractors  License 
Board,  which  is  placed  under  the  Depart- 
ment of  Commerce  and  Consumer 
Affairs  for  adminstrative  purposes. 

In  the  planning  of  work,  during  the 
progress  of  work,  and  after  the  comple- 
tion of  work  on  your  home  — from  the 
smallest  paint  job  to  a major  remodel- 
ing or  the  installation  of  a pool  — use 
the  following  checklist  for  protection: 

□ Get  at  least  three  written  estimates 
for  the  job. 

□ Verify  the  licenses  of  the  contrac- 
tors and  any  subcontractors  by  calling 
the  Professional  & Vocational  Licens- 
ing Division. 

□ Check  with  the  Regulated  Indus- 
tries Complaints  Office  for  any  prior 
complaints  about  the  contractor. 

□ Ask  the  contractor  for  references. 

□ Request  a list  of  subcontractors  if 
any  are  used. 

□ Purchase  performance,  materials 
and  completion  bonds  through  the  con- 
tractor. 

□ Obtain  the  appropriate  building 
permits. 

□ Draw  up  a written  contract. 

□ Read  the  entire  contract  and  un- 
derstand all  of  its  terms  and  conditions. 

□ See  and  understand  any  plans  and 
blueprints  before  approving  them. 

□ Periodically  check  on  the  pro- 
gress of  the  work. 
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SKYLIGHTS 
OF  ' 


COOL& 

COMFORTABLE 

...with  the  best 
ventilating  skylight 
available  in  the  islands. 
Come  in  and  see  the 
residential  product  that 
helped  us  become  the 
#]  supplier  & installer 
of  passive  light  and 
ventilation  systems  in 
America! 


Con.  Lie.  No.  BC-1  1445 


824  Dillingham  Blvd.  ■ Honolulu,  96819 
(808)  847-5500  ■ FAX  (808)  847-2244 


JAMES 

KELLAR 

AND  ASSOCIATES 

Custom 

Design-Build 

Contracting 


LICENSE  NO.  ABC-14615 

6244  Milolii  Place 
Honolulu,  Hawaii 
96825 

Fax  808.396.4102 
Phone  808.396.6601 


DANIEL 

DESIGN 


Q 


1001  Bishop  Street 
Pacific  Tower,  Suite  303 
Honolulu,  HI  96813 
Phone:  808-538-7788 


Complete  interior 
design  services 
for  medical  facilities, 
hospitality,  retail  stores, 
and  corporate  offices. 


THE 

RESTORmON 

SPECUU.ISTS. 


when  it  comes  to  restoration, 
coatings  for  walls  or  parking  decks 
and  more,  depend  on  us  to  provide 
the  service  you  need  On  Oahu, 
call  832-1 155  or  fax  832-1 1 51 . 

FIRESTOPPING 

Hevi-Duty/Nelson  Firestop  Products 

TEXTURED  COATINGS 

Thorolostic  and  Thorowall 

PATCHING  MATERIALS 

Thorite,  structural  repair  patching  to 
vertical  and  overhead  surfaces. 

CLEAR  SEALER 

Hydrozo 

BLOCK  LEVELER 

Powerfix  Base 

EPOXY  ADHESIVES 

Unitex  Pro-Poxy 

MULTIPURPOSE  HORIZONTAL 

PATCH  REAIR 

Powertop  Patch 

DECK  COATINGS 

GACO,  urethane  elastomeric  systems 

BELOW  GRADE 

WATERPROOFING 

LM-60  and  Thoroseal 

These  are  just  a few  of  the  many 
products  available  from  Bonded 
Materials  Company,  Please  ask 
about  our  complete  product  line 


BONDED  MATERIALS  COMPANY 

A Standard  of  Excellence  since  1955 


OAHU  251  Puuhale  Road,  Honolulu  96819  (808)  832-1155  FAX  832-1151 
HAWAII  73-4776  Kanalani  Street,  Bldg.  B,  Kailua-Kona  96740  (808)  326-2477  FAX  329-5181 
MAUI  320  Hoohana  Street,  Bay  13,  Kahului  96732  (808)  871-7395  FAX  877-4252 
GUAM  P.O.  Box  7086,  Tamuning,  Guam  9691 7 (671)646-7121  FAX  649-9338 
SAIPAN  Caller  Box  PPP-263,  Saipan,  MP  96950  (670)  322-3477  FAX  322-0305 

HEADQUARTERS:  OAHU  91-400  Komohana  Street,  Ewa  Beach,  Hawaii  96707  (808)  673-2000  FAX  673-2020  ©1992  Bonded  Materials  Company 
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Alno  • Artistic  Brass  • Baldwin  • Green  Street  • Details  • Hewi  • International  Wood  Products  • Jado  • Keuco 
St.  Thomas  • Schlage  • Valli  & Columbo  • Epic  • Alape  • Period  Brass  • Gordon’s  Miracle  Shine  • Green  Street  Details 


Visit  our  new  3,000  sq.  ft.  shotvroom, 
featuring  the  finest  in  decorative 
hardware,  bathroom  fixtures  and 
accessories,  beautiful  handcrafted  oak 

doors  and  more. 


Telephone:  (808)  946-0290 
Fox:  (808)  946^ 


1668  S.  King  Street 
Honolulu,  Hawaii  96826 


Div.  of  Island  Pacific  Distributors,  Inc. 


DPXLARATION: 

Instructions  to  patients 

A.  Here  is  a eoinbinetl  Living  Will  and  Durable  Power  of  Allorney  tor  Health  Care.  You  do  not  liave  to  hire  a lawyer  to  have  a valid  one. 
The  enclosed  version  is  valid  if  you  execute  it  properly.  It  is  designed  to  express  YOUR  wishes  about  medical  care  in  case  you  ever  become 
so  disabled  that  you  cannot  express  yourself.  If  the  form  does  not  accurately  express  your  wishes,  you  are  free  to  change  it.  ( But  see  paragraph 
D,  below,  before  making  any  changes.) 

B.  Your  wishes  may  not  be  honored  unless  you  and  two  witnesses  (they  cannot  be  relatives)  all  sign  together  at  the  same  time,  in  front 
of  a notary.  However,  if  you  cannot  get  a notary  or  friends  to  help  you,  you  should  still  go  ahead  and  sign  the  Living  Will  if  it  says  what  you 
want  it  to  say.  Having  it  in  writing  is  better  than  just  making  verbal  statements  to  people.  1 also  recommend  you  speak  with  your  family  and 
your  doctor  about  these  issues  and  give  them  a copy  of  your  Declaration  so  they  know  how  you  feel. 

C.  In  paragraphs  7 and  8 of  the  Declaration,  you  can  appoint  someone  as  a decision-maker  for  you  (if  you  want  to).  This  person  is  often 
referred  to  as  a “proxy."  However,  do  not  worry — they  cannot  override  or  veto  your  own  wishes.  Even  if  you  appoint  a proxy,  the  doctor  must 
first  consult  your  own  instructions  (as  set  out  in  your  Declaration).  If  your  instructions  answer  the  problem  that  exists,  the  proxy  has  no  vote. 
The  proxy’s  only  job  is  to  step  in  and  make  a decision  for  you  in  case  your  living  will  does  not  answer  all  the  questions  regarding  your  situation. 
If  you  do  appoint  someone,  you  should  talk  with  thein  about  it  in  advance  so  they  are  not  suiprised  if  they  are  ever  called  on  to  make  such  important 
decisions  for  you.  Many  people  ask  me  w hether  the  person(s)  they  appoint  as  their  proxy  can  be  a spouse,  child,  relative,  or  friend.  The  aaswer 
is  “Yes.”  If  you  do  not  want  to  appoint  anyone,  just  cross  out  or  put  “nobody”  at  paragraphs  7-8. 

D.  Changes.  Paragraphs  6,  7,  and  8 of  the  fomi  deal  with  special  issues  under  the  law,  particularly  tube  feeding.  Hawaii  law  requires  that 
this  two-part  check-off  in  Paragraph  6 be  in  your  Declaration,  and  special  language  in  paragraphs  7 and  8 may  also  be  required.  So,  if  these 
paragraphs  express  your  wishes,  you  can  go  ahead  and  follow  the  directions  and  sign  it  as  is.  However,  if  paragraphs  6 or  7 or  8 do  not  accurately 
state  your  wishes  and  you  want  to  re-word  them,  please  consult  with  a lawyer  beforehand.  It  is  a tricky  area  under  the  new  Hawaii  laws,  and 
you  may  make  a mistake  without  expert  advice.  Also,  ANY  hand-written  changes  to  the  form  must  be  initialed  and  dated  by  you  and  the  notary 
to  be  valid. 

E.  OLD  LIVING  WILLS/OLD  DURABLE  POWER  OE  ATTORNEY  FOR  HEALTH.  Because  the  law  in  Hawau  changed  in  1991  (for 
Living  Wills),  and  in  1992  (for  Durable  Power  of  Attorney  for  Health  Care),  it  is  probably  important  to  do  a new  one.  If  you  have  an  old  one, 
it  could  limit  you  more  than  you  want  If  you  have  any  questions  about  this,  we  will  be  happy  to  answer  them  free  of  charge. 

LIVING  WILL  AND  DURABLE  POWER  OF  ATTORNEY  FOR  HEALTH  CARE 

1 . I, make  this  Declaration  on , 1 99 . I am 

of  sound  mind.  I willfully  and  voluntarily  make  this  Declaration  as  the  instructions  to  be  followed  if  I become 
unable  to  participate  in  decisions  about  my  care.  I fully  understand  and  intend  that  the  instmetions  in  this 
Declaration  will  result  in  my  death  under  certain  circumstances. 

2.  These  instructions  express  my  deeply  held  belief  that  I have  a right  to  refuse  treatment.  I expect  my  family, 
doctors,  and  everyone  concerned  with  my  care  to  regard  themselves  as  legally  and  morally  bound  to  act  in  accord 
with  this  Declaration,  and  in  so  doing  to  be  free  of  any  civil  or  criminal  liability. 

3.  If  any  part  of  this  Declaration  is  declared  legally  void,  then  I ask  that  the  rest  of  this  Declaration  be  honored. 

4.  The  quality  of  my  life  is  important  to  me.  I do  not  want  to  be  kept  alive  if  I have  a terminal  condition,  or  if  I lose 
the  ability  to  communicate  concerning  medical  treatment  decisions,  or  if  I have  any  other  incurable  or  irreversible 
mental  or  physical  condition  that  seriously  or  totally  disables  me  with  no  reasonable  expectation  of  recovery. 
This  includes  brain  disease  or  brain  damage  such  that  I am  unable  to  recognize  people  and  to  speak 
understandably  or  to  communicate  feelings  other  than  pain  or  suffering  or  delusions.  My  condition  does  not  have 
to  be  terminal  in  order  for  these  instructions  to  apply.  These  instructions  apply  even  if  I could  be  kept  alive 
indefinitely  by  medical  treatment. 

5.  If  I have  any  condition  described  in  paragraph  4,  above,  I direct  that  all  procedures  that  might  prolong  my  life 
be  withheld  or  withdrawn,  and  that  I be  permitted  to  die  with  only  the  performance  of  any  medical  procedure 
necessary  to  provide  me  with  comfort  or  to  alleviate  unnecessary  pain.  Specifically,  but  without  limiting  myself, 
I do  not  want  surgery,  medication  (except  pain  relief),  cardiopulmonary  resuscitation,  antibiotics,  kidney 
dialysis,  blood  transfusions,  radiation  or  chemotherapy,  or  a mechanical  respirator. 

6.  I also  have  considered  whether  I want  artificial  (including  tube)  feeding  and  fluids  to  be  provided,  and  my 
decisions  are  shown  by  putting  my  mark  or  initials  in  the  space  provided: 

I do  NOT  want  my  life  prolonged  by  tube  or  other  artificial  feeding  and  fluids  if  my  condition  is  as  stated  above 

in  paragraph  4. 

I DO  want  my  life  prolonged  by  tube  or  other  artificial  feeding  and  fluids  even  if  my  condition  is  as  stated  above 

in  paragraph  4. 

Signature  of  Person  Making  This  Declaration Date 
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(If  neither  provision  is  chosen,  or  if  both  are  chosen,  it  shall  be  presumed  that  I DO  want  tube  or  other  artificial  feeding 
or  fluids  to  be  given  to  prolong  my  life.) 

(Note:  After  you  make  your  selection  above,  you  should  cross  out/draw  lines  through  the  entire  option  you  are  NOT 
choosing.  This  is  to  prevent  any  confusion  about  what  you  want.) 

7.  If  for  any  reason  my  instructions  as  stated  in  this  Declaration  are  not  specific  enough,  or  if  for  any  other  reason 
my  instructions  do  not  resolve  or  answer  the  issues  raised  by  my  incapacity,  then  I designate  the  following  person 
to  act  in  my  behalf  and  make  whatever  decision  about  my  care  that  I would  be  able  to  make  if  I were  able,  including 
the  power  to  make  decisions  that  will  result  in  my  death.  This  specifically  includes  the  authority  to  refuse,  on  my 

I behalf,  surgery,  resuscitation,  or  life-sustaining  medical  treatment,  including  nutrition  and  hydration. 

^ Name:  

Address: 

! 


8.  If  the  person  I named  in  paragraph  7 is  unable  or  unwilling  to  make  such  decisions  for  me,  I authorize  the 
following  person  to  do  so,  to  the  same  extent  as  stated  above  in  paragraph  7. 

Name:  

Address:  


9.  If  any  physician  or  health-care  facility  refuses  to  comply  with  this  Declaration,  then  I want  my  care  transferred 
to  another  physician  or  facility  who  will  honor  my  wishes.  I also  authorize  a court-appointed  guardian,  or  any  person 
named  in  paragraph(s)  7 and  8,  above,  in  his  or  her  discretion,  to  file  suit  to  force  compliance  with  this  Declaration,  and 
for  damages  if  warranted,  and  to  otherwise  force  compliance  with  this  Declaration. 

10.  My  instructions  as  stated  in  this  Declaration  shall  be  controlling  in  all  circumstances,  even  if  they  conflict  with 
the  desires  of  my  relatives,  or  the  desires  of  any  person)  s ) I have  named  in  paragraphs  7 and/or  8,  above,  or  hospital 
or  health  care  policies,  or  the  principles  of  those  providing  my  care. 

Signature  of  Person  Making  This  Declaration ^Date 

Statement  of  Two  Adult  Witnesses: , (the  person  signing  this  Declaration)  is 

personally  known  to  me  (or  has  provided  me  with  reasonable  evidence  of  identification),  and  is,  I believe,  of  sound 
mind  and  is  making  this  Declaration  freely  without  threat  or  duress.  I am  at  least  1 8 years  of  age. 

(NOTE:  1 8 years  of  age  is  the  minimum  legal  age  allowed  for  a witness;  however,  it  is  better  if  the  witnesses  are  at 
least  21  years  old.)  I am  not  related  to  the  person  signing  this  living  will  by  blood,  marriage,  or  adoption.  I am  not 
currently  the  attending  physician,  an  employee  of  the  attending  physician,  or  an  employee  of  the  health  care  facility 
in  which  the  person  signing  this  living  will  is  a patient. 


Type/Print  Name  of  Witness  Type/Print  Name  of  Witness 


Signature  of  Witness  Signature  of  Witness 


Street  Address  of  Witness  Street  Address  of  Witness 


City/State  of  Witness  City /State  of  Witness 

NOTARY:  STATE  OF  HAWAII,  CITY  AND  COUNTY  OF )SS 

The  preceding  pages  of  this  Living  Will/Durable  Power  of  Attorney  for  Health  Care  Declaration  were  sworn  to, 
subscribed,  and  acknowledged  before  me  by  the  Declarant, and  sub- 
scribed and  sworn  to  before  me  by and , witnesses,  on  this day 

of 199 . 

Notary  Public,  State  of  Hawaii My  commission  expires: 
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Oahu: 

Elder  Law  Project 

Phone:  956-6542 
Univ.  of  Hawaii  (Law  School) 
2515  Dole  Street 
Honolulu,  HI  96822 

Hawaii  Medical  Association 

Phone:  536-7702 
1360  S.  Beretania  Street 
Honolulu,  HI  96814 

Elderly  Affairs  Division 

Phone:  523-4361 
City  and  Country  of  Honolulu 
650  S.  King  Street,  6th  Floor 
Honolulu,  HI  96813 

Legal  Aid  Society  of  Hawaii 

Phone:  536-4302 
1108  Nuuanu  Avenue 
Honolulu,  HI  96817 

Hawaii: 

Legal  Aid  Society  of  Hawaii 

Phone:  961-2851 
305  Wailuku  Drive 
Hilo,  HI  96720 

Kauai: 

Seniors  Law  Program 

Phone:  246-0573 
4268-K  Rice  Street 
□hue,  HI  96766 


Maui: 

Legal  Aid  Society  of  Hawaii 

Phone:  244-3731 
2287  Main  Street 
Wailuku,  HI  96793 

Other: 

Executive  Office  on  Aging 

Phone:  586-0100 
Office  of  the  Governor 
335  Merchant  Street, 

Room  241 
Honolulu,  HI  96813 
Provides  State  coordination 
of  legal  services  to  older  adults. 


COMMUNITY 
RESOURCES 
ADVANCE  DIRECTIVES 


Hawaii  Lawyers  Care 

Phone:  521-7740 
1136  Union  Mall,  PH  2 
Honolulu,  HI  96813 
Serves  low  income  persons 
by  trying  to  match  them 
with  volunteer  lawyers. 


hawaiian  Regent 

A Neu>  Tradition  in  Hawaiian  Hospitality. 
Otaka  Hotels  and  Resorts 
2532  Kalakaua  Avenue 
Honolulu,  Hawaii  96815-3699 


The  only  place  on 
Earth  not  governed 
by  Murphy’s  Law 


Meet  here  and  you  simply  can’t  go  wrong. 

Our  seasoned  Convention  Services 
Manager  takes  care  of  everything.  All  1,346 
rooms  have  a picture  view.  Three  ballrcxinis 
and  11  meeting  rooms  provide  ample  space. 

You  can’t  beat  our  catering  staff  and  six 
restaurants  for  fine  cuisine  (wliich  you  can 
work  off  at  our  two  pools  and  tennis  court). 
And  we’re  in  a perfect  spot  overlooking 
Waikiki  Beach. 

So,  you  see,  if  something  can  go  right, 
it  will.  That’s  Hawaiian  Regent’s  Law. 

For  more  information,  call  808-921-5184. 
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. . . currently  highly  political 


Hawaii  no  ka  oi*  in  terms  of  health  care 


Richai'd  V Stenson** 


The  author  uses  an  original  survey  of  Hawaii  residents  and 
published  international  surx’ey  data  to  demonstrate  that  Hawaii 
consumers  are  far  more  satisfied  than  their  U.S.  mainland, 
Canadian,  and  British  counterparts  with  their  health  care  system 
and  find  it  one  of  the  least  of  their  problems  of  living  in  paradise. 

Introduction 

There  is  a great  deal  in  the  press  about  the  cost,  accessibility, 
and  even  the  structure  of  our  health  care  system  in  these  waning 
days  of  an  election  year.  To  be  sure,  the  growing  problems  of  the 
medically  indigent  as  well  as  the  escalating  health  care  costs  must 
continue  to  be  addressed  in  many  of  the  other  49  states.  Neverthe- 
less, those  working  in  Hawaii’s  health  care  sector  agree  that  the 
seriousness  of  the  problem  with  the  medical  care  system  here  is 
being  overplayed  by  politicians  (and  would-be  politicians).  It 
doesn’t  require  “rocket”  science  to  see  that  health  care  is  an  easy 
target  for  concern  by  the  general  public,  given  the  significant 
percent  of  the  economy  required  to  provide  high  quality,  modern 
medical  care  as  compared  with  the  relatively  few  votes  that  may 
be  cast  by  medical  professionals.  As  we  shall  see  below,  the  cost 
and  availability  of  medical  care  are  ranked  as  lesser  problems 
among  other  issues  of  concern  by  the  general  population  in 
Hawaii.  We  explored  what  consumers  really  think  about  the 
health  care  system  in  our  state,  and  how  they  rank  it  versus  other 
problems. 


Methods 

At  the  direction  of  the  author,  the  Honolulu-based  market 
research  firm,  OmniTrak,  completed  a random  telephone  survey 
of  508  Oahu  households  in  November  1991.  The  survey  included 
questions  on  Hawaii  health  care  services,  their  cost,  accessibility, 
and  the  relative  impact  of  these  versus  other  perceived  issues  of 
public  concern.  Households  included  in  the  survey  were  regular, 
non-military  residents;  those  households  with  individuals  em- 
ployed in  the  health  care  field  were  excluded.  The  survey  findings 
have  a +/-  4%  error  rate  at  a 95%  confidence  level. 

Respondents  also  were  asked  whether  they  felt  our  health  care 
system  “needed  fundamental  changes”  or  “works  pretty  well  and 
needs  only  minor  changes.”  The  responses  to  this  question  are 
compared  with  the  findings  of  a similai'  1 988  poll  conducted  by  the 
Louis  Harris  organization  in  the  U.S.,  Canada,  and  Great  Britain. 
The  results  of  this  Hawaii  survey  may  be  surprising  to  the  general 


* “Is  the  best" 

**Richard  V Stenson.  MHA,  MBA,  FACHE,  FACMGA 
(formerly)  Executive  Vice  President  and  Administrator 
Straub  Clinic  & Hospital 
888  South  King  St. 

Honolulu,  Hawaii  96813; 
currently  President  and  CEO 
Tuality  Healthcare 
335  SE  Eighth  Avenue 
Hillsboro,  Oregon  97123 

Submitted  for  publication  17  August  1992 


Graph  1 . Problems  Hawaii's  People  Face 

(Overall  Rankings) 


OmniTrak  Poll;  R.V.  Stenson,  November  1991 


Graph  2.  Problems  Hawaii's  People  Face 

(By  Health  Insurance  Carrier) 
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OmniTrak  Poll;  R.V.  Stenson,  November  1991 


Graph  3.  Problems  Hawaii's  People  Face 

(By  Ethnicity) 
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public  and  policy-makers,  hut  are  much  less  so  to  those  involved 
in  the  delivery  of  health  services  here.  The  survey  indicates  that 
Hawaii  residents  think  better  of  their  health  care  system  by  a 
niiU'gin  of  nearly  3 to  1 compared  to  the  U.S.  as  a whole.  Hawaii 
ratings  are  also  significantly  more  positive  than  that  of  Canadians 
who  rated  their  system. 

Household  survey  question  number  one:  "Oji  a scale  ofl  to 
10,  with  10  being  the  greatest  problem  people  face  in  living  in 
Hawaii  and  1 being  the  least  serious  problem,  how  would  yon  rate 
thefollowing  choices:  Quality  of  public  school  education:  foreign 
investment;  costofhousing;  taxes;  cost  of  daily  living:  crime;  costand 
availability  of  medical  care;  traffic?” 

Respondents  also  were  asked  if  there 
were  any  other  major  problems  with  living 
in  Hawaii.  Although  other  issues  were  raised 
on  this  open-ended  section  of  the  survey,  the 
additional  concerns  did  not  produce  any 
items  of  statistical  significance  and  those 
responses  are  not  included  in  this  article. 

Results  in  Hawaii 

Graphs  1 through  6 depict  the  results  of 
the  first  question  broken  out  for  different 
variables  of  possible  interest. 

Graph  1 depicts  the  overall  response  to 
the  first  question.  It  indicates  that  the  cost  of 
housing  is  by  far  the  greatest  perceived 
problem,  followed  closely  by  the  general 
cost  of  living,  traffic,  and  taxes,  as  major 
problems  of  living  in  Hawaii.  The  cost  and 
availability  of  medical  care  is  generally  the 
least  of  the  problems  facing  residents. 

Graph  2 shows  the  same  comparison 
broken  down  by  the  respondent’s  insurance 
carrier.  The  results  are  essentially  the  same 
as  Graph  1 , but  it  should  be  noted  that  those 
with  a Kaiser  Permanente  health  plan  are 
least  concerned  about  health  care  costs,  fol- 
lowed by  HMSA  plan  members  (Hawaii 
Medical  Service  Association,  the  Hawaii 
Blue  Shield  and  Blue  Cross  affiliate),  and 
those  with  other  types  of  insurance  having 
the  greatest  concern  in  this  category.  HMSA 
and  Kaiserprovide  over  two-thirds  of  all  health 
insurance  coverage  in  Hawaii  and,  therefore, 
are  identified  separately  here.  The  “other” 
category  is  comprised  of  Medicare,  Medicaid, 

CHAMPUS,  Hawaii  Dental  Service  (medical 
plan),  and  smaller  insurance  groups. 

Graph  3 breaks  out  the  responses  by 
the  ethnicity  of  the  respondents.  Residents 
who  are  Caucasian  or  Japanese  comprise 
approximately  two-thirds  of  the  population. 

The  “other”  category  is  everyone  else:  na- 
tive Hawaiian,  Chinese,  Filipino,  Korean, 
other  Polynesian  and  Asian  groups,  etc.  The 
survey  found  that  Caucasians  and  Japanese 
had  less  concern  about  many  issues,  includ- 
ing the  cost  and  availability  of  health  care 
(both  were  below  the  6.3  overall  rating  on 


Graph  1 ).  However,  other  ethnic  groups  scored  health  care  costs 
slightly  higher  than  the  total  on  Graph  1 . 

Graph  4 breaks  out  responses  by  household  income.  Not 
suiprisingly,  those  making  $5(),()()()or  more  a year  are  slightly  less 
concerned  about  most  issues.  Compared  to  tho.se  households  with 
lower  incomes,  this  group  is  most  notably  less  concerned  with 
crime,  quality  of  education,  foreign  investment,  and  the  cost  and 
availability  of  health  care.  Households  in  both  the  under  $35,()()() 
and  the  $35,()0()  to  $49,0()()a  year  groups  appear  to  have  responded 
about  the  same  on  most  items. 

(Continued  on  page  276)  >■ 


PENSION 

HEADACHES? 


GET  THE  CURE... 

Are  pension  details  giving  you  a headache?  Call  HICKS  and  get  the  cure.  As  third  Party 
administrators  of  qualified  retirement  plans,  HICKS  offers  complete  support  to  accountants  with 
consulting,  documentation  and  administration  for  their  clients. 

Clients  of  HICKS  enjoy  complete  discretion  of  trust  assets  while  never  having  to  worry  about 
compliance  issues  or  administration  duties.  With  HICKS,  all  required  Trust  Accounting, 
Participant  Allocations,  Government  Reporting  (including  IRS  form  5500)  and  Plan  Amendments 
are  handled.  And,  with  over  21  years  of  experience  behir.d  us,  accountants  enjoy  th.e  comfort  of 
knowing  their  clients'  plans  are  being  handled  by  the  best  in  the  business! 

So,  if  pension  headaches  are  getting  you  down,  call  HICKS  and  get  the  cure! 


'Self  Trustee  Plans 
'Standardized  Documents 
•plan  Design  and  Arrie.idment 
'Actuarial  Services 
'In-House  Continuing  Education 
'Training  for  Accountants 


IT 

InJ 


PENSiOrv  SEPrviCES 


'Profit  Sharing 
'401  (k)  Profit  Sharing 
'Money  Purchase  Pension 
'Target  Benefit  Pension 
'Defined  Benefit  Pension 
'125/Cafeteria  Plans 

CPE 

Q3ZZQ113 


615  Piikoi  Street  • Suite  2020  • Honolulu  HI  96814  • (808)  523-0144 
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Graph  5 breaks  out  responses  by  gender  of  respondent. 
Women  appear  to  be  more  concerned  on  all  issues.  We'll  leave 
analysis  of  this  finding  for  the  social  scientists  to  ponder. 

Graph  6 breaks  out  responses  by  area  of  residence.  Although 
the  trends  are  generally  the  same  as  in  the  overall  ratings,  it  is 
noteworthy  that  those  who  live  in  Waianae  indicated  a relatively 
high  level  of  concern  on  nearly  every  problem. 


A Comparison 

Graphs  7,  8,  and  9 deal  with  responses  and  comparisons  for 
the  second  household  survey  question:  “When  you  think  about 
how  easy  or  difficult  it  is  in  Hawaii  to  get  health  care  serx’ices  you 
or  your  family  need,  and  how  easy  or  difficult  it  is  to  have 
insurance  coverage,  which  of  the  following  statements  would  best 
describe  how  you  feel  about  Hawaii's  health  care  system:  A)  it 


Graph  4.  Problems  Hawaii's  People  Face  Graph  7.  Three  Nations  Rate  Their  own  Health  Systems 
(By  Household  Income) 
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OmniTrak  Poll;  R.V.  Stenson,  November  1991 


I Fundamental  Changes  IZ3  Minor  Changes  Only  □ Don't  Know 


Harris  Poll;  R.J.  Blendon,  Health  Management  Quarterly,  First  Quarter  1989 


Graph  5.  Problems  Hawaii's  People  Face  Graph  8.  Residents  Rate  Hawaii’s  Health  System 

(By  Gender)  (Overall  Response) 
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OmniTrak  Poll;  R,V,  Stenson,  November  1991 


Graph  6.  Problems  Hawaii's  People  Face  Graph  9.  Residents  Rate  Hawaii's  Health  System 
(By  Residence)  (By  Insurance  Carrier) 
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needs  flindainenkil  chnni’e  or  complete  rehidldinf>,  B)  it  needs 
only  minor  changes,  or  C)  don 't  know?” 

(iraph  7.  In  1988  the  Joiimal  Health  Management  Qnarterly 
asked  Louis  Hiuiis  AsscK’iates  iuid  the  Harvard  Sehtx)l  of  Public 
Heiiltli  to  surv'ey  Americiuis,  Ciuiadians,  mid  Britons  about  whether 
they  thought  tlieir  healtli  erne  system  needed  fundmnental  changes, 
minor  ehiuiges,  or  weren't  sure.  Those  results,  as  reproduced  in  Graph 
7,  were  published  by  Robert  J.  Blendon  in  the  first  quai1er(  1 989)  issue 
of  HMQ'  mid  have  been  widely  quoted  mid  referenced  since  then. 
Graph  7 shows  that  nem  ly 909f  of  Ameriemis  are  generally  fed-up  with 
their  health  care  system  as  compmed  to  nemly  70%  of  Britons,  while 
fewer  thmi  50%  of  Canadians  feel  that  way. 

Graph  8 displays  the  November  1991 
OmniTrak  survey  responses  to  the  same 
question  put  to  Hawaii  residents.  Only 
slightly  more  than  one  in  four  Hawaii  resi- 
dents (27%)  feel  our  health  erne  system 
needs  fundamental  change  or  overhaul. 

Hawaii's  1974  Prepaid  Health  Cme  Act, 
requiring  businesses  to  provide  health  in- 
surance to  all  employees  working  20  hours 
or  more  a week,  has  likely  been  a major 
factor  in  this  relatively  favorable  response. 

Additionally,  the  author  postulates  that  this 
positive  public  sentiment  also  may  have 
resulted  from  Hawaii's  health  cme  provid- 
ers accepting  their  community  responsibil- 
ity to  provide  medical  cme  for  all,  regmdless 
of  ability  to  pay. 

Graph  9 breaks  out  the  Hawaii  re- 
sponses to  the  second  question,  by  insur- 
ance coverage.  The  trend  is  generally  the 
same.  However,  those  with  Kaiser  Health 
Cme  Plan  appem  to  be  significantly  more  in 
favor  of  fundamental  changes  to  the  health 
system  than  HMSA  or  “other”  insureds. 

Discussion 

We  have  reported  in  the  January  1992 
issue  of  Hawaii  Medical  Journal  that 
Hawaii's  percent  of  gross  product  spent  on 
health  cme  is  lower  than  the  U.S.  average 
and  also  lower  than  that  of  most  countries 
with  purportedly  superior,  socialized  medi- 
cine systems’.  The  findings  of  the  current 
OmniT rak  survey  and  their  compmison  with 
those  of  the  1989  Harris/Hmvmd  interna- 
tional poll  can  be  mgued  to  make  a further 
point  that,  despite  paying  less  of  their  gross 
product  for  health  care  (or,  perhaps  because 
they  do  pay  less),  Hawaii’s  residents  per- 
ceive their  health  cme  system  more  posi- 
tively than  do  the  residents  of  the  mainland 
U.S.,  Canada,  and  Great  Britain.  And,  Ha- 
waii residents  feel  that  access  to  and  cost  of 
their  health  cme  system  is  generally  the  least 
of  the  major  problems  they  face  in  strug- 
gling to  live  in  paradise.  Perhaps  we  would 
better  serve  our  community  by  redoubling 
our  public  policy  efforts  at  tackling  the 
clemly  greater  problems  of  the  cost  of 


housing,  cost  of  living,  traffic,  taxes,  crime,  and  quality  of  educa- 
tion before  tinkering  with  a health  cme  system  that  Hawaii 
residents  feel  is  working  pretty  well. 
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YOCON' 

YOHIMBINE  HCI 


CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  send  typewritten  ad  to  HMA  office.  Nonmembers,  please  call 
Leilani  at  521*0021. 4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


BUSINESS  OPPORTUNITY 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informah'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ' '3.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon"^  1/12  gr.  5,4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 

53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


MEDICAL  CLINIC  FOR  SALE 

Internal  Medicine  Primary  Care  Practice.  Located  at  the  Aiea  Medical  Bldg. 
Fully  equipped  & fully  turn.  Estab.  15  yrs.  25  patients/day,  3 exam  rms., 
cpnsultation  rm.,  business/billing  office,  recep.  area,  complete  in-office  lab. 
Office  approx.  950  sf . T erms  negotiable.  Serious  inquiries  & offers  call:  528- 
2102;  622-761 1 or  write  Medical  Clinic,  PO  Box  2167,  Hon.,  HI  96805. 


EMPLOYMENT  OPPORTUNITY 


ALOHA  MEDICAL  CONSULTANTS 

Positions  available  6 MDs:  Internists/Ob/Ortho/Occ.  Health-i-;  Charge  RNs 
and  RPTs.  Kathryn  Beavin  941-1551. 


FP/GP 

For  Maui  resort  medical  office.  Send  CV  to  Dr.  Ben  Azman,  West  Maui 
Healthcare  Center,  Kaanapali,  Hawaii  96761  or  phone  1-808-667-9721. 


FOR  SALE 


QBC  Blood  Analyzer 

Automated  CBCs  utilizing  buffy  coat  analysis  of  a tiny  capillary  tube  blood 
sample.  State-of-the-art.  Printer  included.  Purchased  5 months  ago  for 
$11,300  and  rarely  used.  Transferrable  warranty.  $8,000  complete.  Con- 
tact Marika  at  831-3000. 


TREADMILL  UNIT 

Adjustable  speed  and  angle  treadmill.  Functional  but  old.  EKG  unit  is 
outdated  and  not  functioning,  but  may  be  repairable.  $100.  Contact  Marika 
at  831-3000. 


CLINIC  EQUIPMENT  SALE 

2 med  exam  tables  w/stirrups,  2 Maico  audiometers,  Titmus  vision  tester, 
new  Ricoh  FAX  280  OL,  Ricoh  copier  FT  4460,  2 treatment  tables,  phys- 
therapy  equip.,  incl.  2 Chattanooga  Co.  computerized  traction  machines, 
electric  Hi-Lo  traction  table  w/Saunders  unit  for  cervical  Tx,  wall-mount 
cervical  traction  unit,  10  pack  Chattanooga  Co.  hydrocollartank,  ultrasound 
machine,  8 Scandinavian-type  wait,  room  chairs,  4 seer,  chairs,  8 and  6- 
shelf  filing  cabinets,  treadmill,  Burdick  EK-5A  EKG  machine.  Office  equip, 
and  supplies,  etc.  Also  Welch-Allyn  wall-mount  Oto-Ophthalmoscope  set 
and  other  equip.  Write  to:  930  Kaheka  St.  #1704,  Hon.,  HI  96814  or  call 
943-8778. 


COULTER  COUNTER  BLOOD  DILUTER 
Electrolyte  machine  and  other  lab  equip/supplies.  Call  523-5623. 


OFFICES 


AMBULATORY  SURGERY  CENTER  FOR  SALE  OR  LEASE.  Located  in 
a medical  office  building.  Fully  equipped  and  furnished.  Terms  negotiable. 
Call  538-6622;  or  write  to:  Ambulatory  Surgery  Center,  1 520  Liliha  St.,  Suite 
601,  Hon.,  HI  96817. 


KUAKINI  MEDICAL  PLAZA  OFFICE  Will  sublease.  Terms  negotiable.  Ph. 
524-5225  or  answering  service  988-2188. 
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Maka  O Ke  Kauka 


Russell  T Stodd  MD 


If  one  hundred  businesses  decide 
to  do  it,  it  is  not  illegal. 

While  the  problem  may  not  be  an 
issue  in  our  little  island  state,  the  matter  of 
“economic  credentialing”  is  rearing  its 
rapacious  prominence  in  major  hospitals. 
The  point  is  simple:  bring  money  into  St. 
Fictitious,  and  you  get  hospital  privileges. 
If  you  fail  to  bring  enough  income  into  the 
hospital,  your  privileges  are  denied.  In 
Leon  County,  Florida,  a qualified  surgeon 
was  denied  hospital  privileges  solely  for 
financial  reasons,  and  the  hospital  was 
supported  by  a trial  judge.  So,  in  our  out- 
of-control  medical  sphere,  we  are  further 
compromised  by  legal  absurdities  which 
allow  a hospital  to  demand  that  all  doctors 
on  the  staff  bring  profits  to  the  institution. 

Do  right  and  you 
will  be  conspicuous. 

In  a ruling  on  a pro-patient,  pro-qual- 
ity-of-care  initiative,  a Georgia  Superior 
Court  judge  handed  down  an  opinion  that 
only  licensed  physicians  can  perform  laser 
surgery  or  remove  foreign  bodies  from  the 
tissues  of  the  eye.  The  Medical  Association 
of  Georgia  and  the  Georgia  Society  of 
Ophthamology  introduced  the  amendment 
in  the  state  Legislature,  attempting  to  de- 
fine who  may  perfonn  surgery  under  the 
Medical  Practice  Act.  Therefore,  this  is  an 
interpretation  of  existing  law  that,  when  it 
is  sustained  by  the  Georgia  Supreme  Court, 
will  have  implications  for  the  protection  of 
patients  in  every  other  state  in  the  country. 

Bad  ofncials  are  elected 
by  good  citizens  who  do  not  vote. 

Ronald  C May  MD,  chair  of 
OPHTHPAC.  stated  that  the  political  ac- 
tion of  ophthalmologists  is  the  story  of 
apathy.  His  complaint  is  clear  and  painful. 
Dr  May  stated  that  ophthalmologists  con- 
tinue to  rely  on  a small  nucleus  of  extremely 
active  people.  In  both  the  Hawaii  Medical 
Association  and  the  HOS,  very  few  of  us 
take  the  time  to  educate  both  candidates 
and  legislators  about  quality  medical  care, 
or  even  bother  to  contribute  to  campaign 
funds  or  PACs.  Many  physicians  eschew 
politicians  and  are  disdainful  of  lobbying 


efforts,  but  it  is  vital  to  befriend  political 
candidates,  attend  their  fund-raisers,  offer 
to  help  with  campaigns.  Go  to  a fund- 
raiser. greet  the  candidate,  offer  to  provide 
medical  information  and  perspective  on 
issues,  and  contribute  $50  or  $ 1 00  to  his  or 
her  campaign.  He  or  she  won't  forget  it. 

It’s  a banquet  for  the 
ever-circling,  litigious 
vulpine  vultures! 

To  no  one’s  surprise,  several  personal 
injury  lawsuits  are  in  the  hopper  against 
Optical  Radiation  Corporation  (ORC) 
seeking  compensatory  and  punitive  dam- 
ages as  a result  of  alleged  injuries  from 
surgical  use  of  viscoelastic  Orcolon.  The 
complaints  also  charge  misrepresentation, 
fraud  and  breach  of  implied  wairanty. 
Settlements  have  been  reached  in  some 
cases  and  others  are  pending.  ORC’ s attor- 
ney states,  “ORC  is  defending  and  will 
defend  against  the  litigation.  I think  ORC 
has  acted  very  responsibly  . . .”  And  the 
plaintiff  s attorney  states,  “This  is  a classic 
case  of  economics  over  safety.” 

We  ought  never  do  wrong  when 
people  are  looking. 

The  computers  are  watching  you ! The 
Office  of  the  Inspector  General  has  settled 
a civil  claim  against  a New  Jersey  eye 
surgeon  for  $1  million.  Allegedly,  the 
ophthalmologist  was  involved  in  a straight- 
out  billing  scam:  $450,000of  the  settlement 
was  for  penalties.  Proudly  the  OIG  an- 
nounced, “We’re  out  after  the  aberrant 
physician  who  is  perpetrating  fraud.  We’re 
working  closely  with  the  FBI  with  a new 
aggressive  effort.”  With  the  help  of  the 
media,  prosecutors  and  politicians  are 
trying  to  make  a case  out  of  stopping  health 
care  fraud  and  abuse.  Put  on  your  helmet 
and  flak  jacket,  and  tighten  your  seat  belt; 
these  are  scary  times  for  anyone  daring  to 
practice  medicine. 

Ah,  the  power  of  advertising! 

Of  influence!  Of  the  media! 

It  can  make  a body  believe  anything! 

Last  November,  a two-page  ad  appeared 
in  Time  magazine  touting  no-stitch 


cataract  surgery  and  naming  25  ophthal- 
mology practices  around  the  country. 

The  American  Society  of  Cataract  and 
Refractive  Surgery  (ASCRS)  conducted 
a consumer  survey  and  found  that  the 
majority  of  lay  people  surveyed  inter- 
preted the  ad  as  indicating  that  the 
described  procedure  was  an  improve- 
ment over  other  techniques.  ASCRS 
submitted  a letter  to  Time  and  the 
practices  named,  stating  that  the 
advantages  of  sutureless  surgery  have 
not  been  proven.  Mammon,  thy  name  is 
marketing. 

An  object  in  motion  will 
always  be  headed  in  the 
wrong  direction. 

Satisfied  with  the  “success”  of  the 
CABG  project,  HCFA  stated  that  the  long- 
promoted  and  often-challenged  Cataract 
PPO  project  is  supposedly  in  the  “final 
stages”of  selection  in  Dallas  and  Cleve- 
land. The  Phoenix  project  is  several  months 
behind.  (The  whole  project  is  far  behind 
schedule. ) “It’s  safe  to  say  that  we’re  plan- 
ning to  pay  less  than  we  would  have  without 
the  demonstration,”  stated  a HCFA  offi- 
cial. The  idea  is  a pet  project  of  Gail 
Wilensky,  now  chief  health  advisor  to 
President  Bush.  The  government  has  al- 
ready spent  a fortune  keeping  the  project 
alive,  but  we  can  be  certain  that  Gail-Baby 
is  not  about  to  let  it  die. 

Addenda 

A Red-tinted  lenses  have  been  used  on 
chickens  to  prevent  them  from  seeing 
blood;  the  sight  of  blood  can  stimulate 
fearsome  battling  that  can  kill  off  a 
quarter  of  the  flock. 

A The  eyes  believe  themselves;  the  ears 
believe  other  people. 

A Coiporate  wisdom ! In  1 877  Alexander 
Graham  Bell  offered  all  of  his  patents 
to  Western  Union  for  $100,()()().  He 
was  told  to  take  his  “electric  toy”  and 
go  away. 

A If  two  wrongs  don't  make  a right,  try 
three. 

Aloha,  and  keep  the  faith 
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Retirement  Plans 

• 

Investment  Management 
Consulting 

• 

Life  and  Disability 
Insurance 

Charitable  Remainder 


KAILUA  AND/OR  KAHALA  Equipped  medical 
offices  available  to  share.  Medical  buildings-excel- 
lent  referral  source.  266-0066. 


HAWAII  KAI  MEDICAL  BLDG.  781  sq.  ft.  or 
1 ,562  sq.  ft.  office  sublease  at  attractive  rents. 
Vahe  Kenadjian  (R)  735-0179.  McCormack 
Properties,  Ltd.  539-9600. 


SPORTS  MEDICINE  AND  ORTHOPEDIC  SUR- 
GICAL PRACTICE  willing  to  share  office  space 
at  Queen’s  POB-1  and  Pali  Momi  POB  location, 
complete  staff,  managerial  system,  radiology  and 
physical  therapy  services  avail.  Contact  Diane 
Fong  at  536-4992  M-W-F  or  at  487-7231  T & TH. 


mel  r.  hertz 

MBA,  CFP 

Certified  Financial  Planner 


Trusts 


INTERNIST  WILLING  TO  SHARE  OFFICE 
SPACE  in  two  locations — St.  Francis  POB  and 
Aiea.  Interested  physicians — call  Jon  Won,  536- 
6988. 


Pacific  Tower,  Suite  2800 
1001  Bishop  Street 
Honolulu,  Hawaii  96813 
(808)  599-4504 


@d6rafxl 


Securities  Offered  Through  IFC  Networi<  Securities,  Inc  (IFC),  Members  NASD  arxl  SIPC  Financial  Planning  Services 
Through  Associated  Financial  Planr^ers,  Inc  (AFP),  Registered  Investment  Adviser,  mel  r hertz  is  a registered  principal 
of  IFC  and  a registered  representative  of  its  affiliate  AFP,  both  of  which  are  otherwise  unaffiliated  with  derarxJ. 


OFFICE  SERVICES 


LOWER  YOUR  OVERHEAD 
Nice  Conf . Rms.,  & Offices  Available.  Hourly  and 
full  time,  receptionist,  tele.  ans.  in  YOUR  name, 
much  more,  EXCELLENT  IMAGE.  Call  HEAD- 
QUARTERS COMPANIES  522-9494. 


POSITIONS  WANTED 


THE  CTUEEN'S 
MEDICAL  CENTER 


Tertiary  Care  Physicians 
Career  Opportunity 

Tertiary  care  physicians  for  definitive  care  - 
private  patients  - days,  nights,  weekends,  536-bed 
hospital.  Good  salaries,  benefits.  Must  be  eligible 
for  or  hold  Hawaii  license.  Eligible  or  boarded 
Internal  Medicint 


Apply  curriculum  to: 

Vice  President,  .j 
Medical  Staff  Services. 

The  Queen's  Medical  Center 
1301  Punchbowl  Street 
Honolulu,  Hawaii  96813 


An  Equal  Opportunity  Employer 


COLO-RECTAL  SURGEON 
46  yrs.  old,  Cleveland  Clinic  trained.  11  yrs. 
exper.  Board-certified  general  & colo-rectal  sur- 
gery. FACS,  FASCRS.  Seeking  group  or  clinic 
association.  (808)  723-3261. 


AVAILABLE  FOR  LOCUM  TENENS 
A caring,  board-certified,  long-time  Hawaii  physi- 
cian. Available  days  or  weeks.  Call  Mary  Glover 
MD,  668-7337. 


INTERNIST  AND/OR  MEDICAL  ONCOLOGIST 
needed  to  join  active  practice.  This  is  an  excellent 
opportunity  to  develop  a busy  practice  in  a short 
period  of  time.  Please  call  244-7627,  Wailuku, 
Maui. 


SERVICES 


MEDICAL  BILLING  SERVICES 
Patient  statements,  insurance  claims  process- 
ing, accurate  management  reports.  Personal- 
ized service,  affordable  monthly  rates.  Call 
MEDCON  247-0591. 


LOCUM  TENENS  PROVIDED 
Internal  Medicine  and  family  practice  available. 
Please  contact  Acute  Care  Medical  Services. 
262-4181. 


LOCUM  TENENS  AVAILABLE 
Family  practice,  pediatrics,  urgent  care. 
No  agency  fees.  Deal  direct.  923-2981 . 
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Praxis  gives 
Dr.  Lee  independence 


Dr.  Lee  has  time  for  himself  now 
that  he  uses  Praxis! 

Praxis: 

■ Files  insurance  claims 

■ Generates  patient  statements 

■ Receives,  posts,  tracks  and 
deposits  payments 

■ And  handles  all  patient 
inquires 

All  Dr.  Lee  has  to  do  is  enter  the 
patient  information  in  his  OS/2 
computer  system*,  and  let  Praxis 
take  care  of  the  rest! 


Praxis  offers  the  administrative  services  of  a large  clinic 
or  hospital  to  physicians  who  prefer  their  autonomy,  and 
gives  them  more  time  for  their  professional  and  personal 
lives.  For  more  information,  contact  us  at  941-3363. 


Praxis 

HAWAII'S  BILLING  SERVICES  FOR 
PHYSICIANS  IN  PRIVATE  PRACTICE 


Praxis^**  is  a wholly-owned  subsidiary  of  DataHouse,  Ala  Moana  Building,  Suite  1500, 1441  Kapiolani  Boulevard, 
Honolulu,  Hawaii  96814  — ‘Praxis  requires  the  use  of  an  IBM-PS/2  computer  in  an  OS/2  computing  environment  — 
IBM,  PS/2  and  OS/2  are  registered  trademarks  ol  International  Business  Machines  Corporation 


VT  KEEPS  YOUR  FIN  AP 
IN  MINT  CONDITION? 


Private  Financial  Services. 

You  always  seek  the  best.  When  it  comes  to  managing 
your  assets,  your  approach  is  no  different.  Consider  Private 
Financial  Services  from  Bank  of  Hawaii. 

This  highly  specialized  group  offers  the  ultimate  in 
private  banking.  An  officer  assigned  to  you  coordinates  all 
your  banking,  trust  and  investment  activities.  At  no  extra 
cost  to  you.  The  goal  always:  maximizing  your  assets,  while 
minimizing  your  risks. 

If  your  annual  income  has  reached  $100,000  and  your  net 
worth  is  $300,000  or  more,  excluding  your  primary  residence, 
you  require  banking  that  keeps  your  finances  in  mint 
condition,  so  they’ll  increase  in  value.  Call  537-8663. 

iSi  Bank  of  Hawaii 

HAWAII'S  BANK 


1909S,VDB 
Lincoln  Copper  Penny, 
now  worth  over  $1,000  in 
uncirculated  condition. 


MEMBER  FDIC 
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n 1992,  MIEC’s  $18-inillion  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 


■ Financial  strength,  which  adds  more 
than  $1 5-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


iSjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


liJIEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411/Toll-free  (800)  227-4527/Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 


(USl'S  2,17-(i4()) 
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Highlights  of  the  Proceedings  of  the  House  of  Delegates 

Hawaii  Medical  Association 


The  meeting  was  called  to  order  by 
Speaker  Frederick  Holschuh  at  1 :30PM 
on  Friday,  9 October  1992,  in  the  Pacific 
Ballroom  of  the  Ilikai  Hotel.  Seated  on 
the  dais  from  left  to  right  as  seen  by  the 
delegates  were  Past-president  John 
McDonnell,  President-elect  Jeanette 
Chang,  Secretary  Andrew  Don,  Trea- 
surer John  Spangler,  President  Stephen 
Wallach  and  Paliamentarian  Herbert  K 
W Chinn.  On  the  right  was  a table  at 
which  sat  the  Speaker  and  Vice-Speaker 
Leonard  Howard,  who  alternated  in 
presiding. 

Kalani  Brady  MD  was  asked  by 
Speaker  Holschuh  to  give  the  Invocation, 
followed  by  the  reading  of  the  In  Memo- 
riam.  First,  he  read  the  Memorial  Resolu- 
tions submitted  by  the  Hawaii  Delegation 
for  George  Hiilani  Mills  and  George  W 
Starbuck.  He  then  read  the  litany  of  the 
other  members  who  had  died  during  the 
past  year:  Harry  L Arnold  Jr,  Robert 
Ballard,  Yen  Pui  Chang,  Philip  Corboy, 
Grace  Hedgecock,  Raymond  Hiroshige, 
D Ira  Hirschy,  Kenneth  Ho,  Abraham 
Kamsat,  Marinus  Krijer,  Gary  Leong, 
Harold  Moffat,  George  Tyau  and  Timo- 
thy Woo — atotal  of  1 6.  Speaker  Holschuh 
called  for  a moment  of  respectful  silence. 

Secretary  Andrew  Don  certified  that 
the  delegates  had  been  seated  and  that 
there  was  a quorum  present. 

The  business  of  the  House  was  con- 
ducted with  dispatch,  including  the  change 
from  being  guided  by  Robert’s  Rules  of 
Order  to  the  much  simpler  version  by 
Davis  that  has  been  adopted  by  the  AMA. 

The  high  point  of  the  meeting  was 
the  address  by  Robert  McAfee,  AMA 
Taistee  and  our  special  guest.  Speaking 
extemporaneously,  he  outlined  the  com- 
ing factors  that  would  affect  health  care  in 
the  United  States  in  the  imminent  new 
millennium.  The  aging  of  our  society  is 
paramount;  by  the  year  2000,  he  opined, 
there  would  be  80  million  Americans 
aged  65  or  older  and  their  share  of  the 
health  care  dollar  is  well  known  to  be 
large.  The  answer,  McAfee  said,  would 
be  to  apply  a means  test  to  those  eligible 
for  Medicare. 

McAfee  elucidated  that  the  demands 
of  our  society  exceed  its  real  needs,  which 


9 to  11  October  1992 

means  that  we  as  physicians  may  be  put  in 
the  position  of  having  to  say  “No”  at  the 
patient’s  bedside.  The  average  patient  will 
be  more  critically  ill  and  will  need  more  of 
our  capacity  to  help  him,  including  high 
technology . This  will  contrast  with  what  the 
terminally  ill  should  get  in  terms  of  health 
care  when  death  is  imminent  and  inevitable. 
The  need  for  a Living  Will  will  loom  ever 
larger  as  the  general  public  becomes  better 
informed  about  the  worth  of  the  quality  of 
life  as  compared  with  simply  prolonging 
life. 

McAfee,  a general  surgeon  and  vascu- 
lar surgeon  from  Portland,  Maine,  spoke 
easily  and  earnestly.  He  exhorted  us  all  to 
stand  fast  for  principle.  “Our  patients  don’t 
want  to  lose  control  of  the  quality  of  life — 
and  they  don’t  want  us  to  lose  control  of  our 
professionalism  when  it  comes  to  their  own 
health  care,”  he  said.  He  emphasized  the 
analogy  with  a 4-legged  stool  or  chair:  We 
physicians  need  to  assure  our  patients  that 
they  will  have  available  to  them  access, 
care,  quality  and  capability  on  our  part. 

McAfee  closed  by  decrying  the  current 
trend  among  older  physicians  to  advise 
their  progeny  and  other  young  people  not  to 
go  into  medicine.  “The  idealism  is  still  out 
there,”  he  stated,  “and  the  satisfaction  of 
reaching  into  a dying  young  patient’ s abdo- 
men in  the  emergency  room,  quickly  and 
surgically  past  all  the  bright  red  blood, 
feeling  for  the  ruptured  spleen  and  closing 
your  trained  fingers  about  the  pumping 
blood  vessel,  thus  saving  a life  that  has  not 
had  a chance  to  blossom  as  yet,  has  a 
compensation  that  cannot  be  measured  in 
dollars.” 

We  saw  before  us  at  the  podium  a 
warm  and  dedicated  “healer”  who  has  a 
social  conscience.  The  fact  that  he  is  a 
surgeon  does  not  belittle  all  the  other  gener- 
alists, specialists  and  subspecialists  in  our 
profession. 

The  meeting  closed  when  the  Speakers 
pounded  the  gavel  for  a recess  and  directed 
the  further  proceedings  of  the  House  to 
continue  in  the  3 Reference  Committees, 
with  a report  from  them  to  the  House  on 
Sunday,  1 1 October  at  1 1 AM. 

The  House  of  Delegates  reconvened  at 
1 1 AM  on  Sunday  1 1 October  1992  in  the 
Pacific  Ballroom  of  the  Ilikai  Hotel  in 


Waikiki  under  the  direction  of  Speaker 
Frederick  Holschuh  and  Vice-speaker 
Leonard  Howard. 

The  first  order  of  business  was  the 
distribution  of  ballots  for  the  election  of 
officers  and  others,  during  which  the 
delegates  lined  up  at  the  buffet  table  for 
the  catered  cold  luncheon. 

The  reports  of  the  reference  com- 
mittees then  followed  in  order.  The  first 
was  the  Reference  Committee  on  Mis- 
cellaneous Business  chaired  by  Virgil 
Jobe  and  whose  members  were  Herbert 
K W Chinn,  Michael  Nichols  and 
Rhoads  Stevens. 

The  House  adopted  the  various 
changes  in  the  Bylaws,  the  highlights  of 
which  included: 

( 1 ) Military  members  previously  not 
required  to  pay  dues  may  henceforth 
have  to  pay  dues  as  determined  by  the 
Council; 

(2)  new  business  may  be  brought  up 
at  the  HoD  meeting  by  2/3  consent,  rather 
than  by  unanimous  consent;  and 

(3)  there  will  be  a new  section  of 
membership  to  include  those  physicians 
who  are  over  70-years  old  and  have  been 
members  in  good  standing  for  at  least  15 
years,  as  Emeritus  Members. 

They  will  have  the  right  to  serve  on 
committees  and  have  a vote,  whether 
they  maintain  their  licenses  to  practice  or 
not.  The  House  formally  adopted  Reso- 
lution No  1 and  will  be  guided  hence- 
forth by  Davis’  Rules  of  Order.  It  also 
adopted  the  Reference  Committee  rec- 
ommendation on  Resolution  No  3 that  the 
lengthy  resolution  submitted  by  Theresa 
Smith  of  West  Hawaii  be  considered  by 
HMA,  and  specified  that  it  be  referred  to 
the  Health  Care  Economics  Committee 
for  a report  to  Council  in  January.  Her 
resolution  essentially  spoke  for  the  re- 
form of  private  practice  in  which  third 
parties  would  be  relegated  to  a lesser  role. 
Myron  Shirasu’s  Resolution  No  4 that 
urged  the  HMA  to  seek  a way  to  have  all 
physicians  in  Hawaii  be  members  of  the 
HMA  as  a requirement  of  licensure  to 
practice  was  not  recommended  for  adop- 
tion by  the  RefCom;  by  a slim  margin,  the 
House  rejected  the  resolution.  Resolu- 
(Continued  on  page  288)  >• 
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For  the  many  faces  of  mild  hypertension 


THE  MOST  WIDELY  USED  CALCIUM  ANTAGONIST 
AS  MONOTHERAPY  FOR  MILD  HYPERTENSION  * 


Effective  24-hour  control 
Single-agent  efficacy 


No  adverse  effects  on  total 


'The  recommended  starting  dose  for  Calan  SR  is  180  mg  once 
daily.  Dose  titration  will  be  required  in  some  patients  to 
achieve  blood  pressure  control.  A lower  initial  starting  dosage 
of  120  mg/day  may  be  warranted  in  some  patients  (eg,  the 
elderly,  patients  of  small  stature).  Dosages  above  240  mg  daily 
should  be  administered  in  divided  doses.  Calan  SR  should  be 
administered  with  food. 

+ Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR. 

t Verapamil  should  be  administered  cautiously  to  patients  with  impaired  renal 
function, 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings},  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and  3rd- 
degree,  0,8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd-degree 
block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate  therapy. 
Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypoten- 
sion were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were  treated 
with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function  (in 
severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular  dys- 
trophy and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be 
necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmission. 
Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive  negative 
effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have  been 
reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks  of  such 
combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only  with  caution 
and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur  when  either 
drug  is  administered  concomitantly  with  verapamil.  A variable  effect  has  been  seen  with  combined 
use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75% 
during  the  first  week  of  therapy,  which  can  result  In  digitalis  toxicity.  In  patients  with  hepatic 
cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The 
digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored. 
Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents. 
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Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administra- 
tion, Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial 
contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may 
result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  an  increased  sensitivity  to  lithium 
(neurotoxicity),  with  either  no  change  or  an  increase  in  serum  lithium  levels:  however,  it  may  also 
result  in  a lowering  of  serum  lithium  levels.  Patients  receiving  both  drugs  must  be  monitored 
carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin 
may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil 
may  increase  serum  levels  of  cyclosporin.  Verapamil  may  inhibit  the  clearance  and  increase  the 
plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate  the 
activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction  may  be 
required.  There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for 
2 years.  A study  in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic 
in  the  Ames  test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during 
verapamil  use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2,5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1,4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gynecomas- 
tia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence. 
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tion  No  5 submitted  by  Russ  Stodd  con- 
cerning the  qualifications  for  State  Health 
Director  was  amended  by  the  RefCom  in 
terms  of  language  and  was  passed  by  the 
House.  It  stipulates  the  requirements  of 
being  an  MD  with  public  health  training 
or  experience  and  administrative  ability 
in  management.  Resolution  No  6,  also 
by  Russ  Stodd,  on  the  CON  statute,  was 
amended  by  the  Reference  Committee  in 
its  wording  but  reiterated  the  HMA’s 
opposition  to  the  statute. 

Next  was  the  report  of  the  Refer- 
ence Committee  on  Public  Health 
chaired  by  Patricia  Blanchette  with 
members  Patricia  Chinn,  Craig 
Kadooka  and  Calvin  Miura.  In  consid- 
ering late  Resolution  A submitted  by 
Jack  Lewin  and  dealing  with  Tobacco- 
free  workplaces,  the  RefCom  modified 
the  Resolved.  The  House  adopted  the 
resolution  as  modified,  which  asked  for 
legislation  to  include  the  restriction  on 
smoking  in  private  office  buildings  and 
workplaces.  Resolution  No  7,  authored 
by  Neal  Winn,  urged  the  HMA  to  push 
for  legislation  to  provide  a 24-hour  hot- 
line that  health  care  workers  could  use  to 
receive  counseling  when  exposed  to 
bloodborne  pathogens.  The  House 
adopted  the  resolution  as  modified  by  the 
Reference  Committee  to  indicate  that  the 
HMA  had  recommended  such  in  the  past 
but  wanted  it  properly  funded. 

Much  time  had  been  spent  by  the 
Reference  Committee  in  listening  to  tes- 
timony on  Resolution  Nos  8, 1 1 and  13, 
all  of  which  were  directed  at  the  problem 
of  whether  Advanced  Practice  Regis- 
tered Nurses  should  be  allowed  to  pre- 
scribe independently.  The  Reference 
Committee  decided  to  consider  them  all 
together  and  came  up  with  3 recommen- 
dations. The  House  deliberated  at  great 
length,  with  many  delegates  voicing  their 
opinions.  Finally  it  adopted  the  first  rec- 
ommendation after  it  had  been  amended 
to  read:  That  Resolution  No  8,  which 
urged  collaboration  with  the  Hawaii 
Nursing  Association  in  defining  specifi- 
cally what  is  meant  by  “collaboration  ” 
in  terms  of  responsibility  and  liability,  be 
referred  to  the  HMA  Nurse  Prescriptive 
Authority  Committee  and  report  to 
Council  at  the  January  ’93  meeting. 

Next,  the  Reference  Committee  had 
recommended  that  Resolution  Noll  not 
be  adopted,  but  this  was  amended  on  the 


floor  of  the  House  so  as  to  be  referred  to  the 
same  committee  of  the  HMA  and  for  it  to 
report  to  Council  at  the  same  January  meet- 
ing. This  was  passed  by  the  House,  as 
amended. 

The  Reference  Committee’s  third  rec- 
ommendation was  to  adopt  Resolution  No 
13  proposed  by  Sakae  Uehara  but  with 
changes.  The  gist  of  the  original  Resolveds 
had  been  to  allow  Council  to  make  a policy 
statement  on  behalf  of  the  HMA.  The  Ref- 
erence Committee’s  first  move  was  to 
change  a Whereas  because  of  a controversy 
as  to  whether  a survey  of  members  on  the 
issue  still  had  not  been  finalized.  The  House 
finally  voted  this  change  down,  allowing 
the  Whereas  to  remain  intact,  ie  the  ques- 
tionnaire and  poll  was  still  being  studied  by 
the  HMA.  The  RefCom’ s recommendation 
that  the  original  intent  of  the  Resolution  as 
capsLilized  above  be  replaced  by  a new 
Resolved,  that  the  HMA  Council  he  di- 
rected to  oppose  any  legislation  allowing 
Nurse  Practitioners  to  prescribe,  resulted 
in  a prolonged  debate  that  finally  ended  by 
a vote  against  the  RefCom’ s recommenda- 
tion. The  House  then  adopted  Resolution 
No  13  as  originally  intended.  This  was  in 
confomiance  with  the  House  action  on  Reso- 
lution No  8 and  Resolution  No  1 1,  ie  all  3 
resolutions  ultimately  to  come  before  the 
Council  at  its  meeting  in  January . However, 
the  House  also  adopted  an  amendment  to 
the  third  Resolved  of  Resolution  No  13, 
amended  to  authorize  the  Council  to  ask  for 
a referendum  from  the  membership  if  it  saw 
fit  to  do  so.  In  that  case,  the  results  of  the 
referendum  would  determine  the  policy  of 
the  HMA  and  be  binding  on  the  Council  and 
the  House  of  Delegates. 

The  third  and  last  report  to  the  House 
came  from  the  Reference  Committee  on 
Finance  and  Administration,  chaired  by 
Helen  Percy;  the  other  members  of  that 
committee  were  Jeffrey  Fong,  Richard 
Goodale  and  Carl  Lehman . Its  agenda  was 
a long  and  important  one.  The  highlights  of 
its  many  recommendations  included  the 
formation  of  a new  Domestic  Violence 
Committee,  which  the  House  adopted.  The 
House  also  adopted  the  recommendation  of 
the  Reference  Committee  that  recommen- 
dation 5a)  of  the  Long-Range  Planning 
Committee  be  amended  to  indicate  a change 
in  the  name  of  the  Health  Care  Economics 
Committee  to  Health  Care  Access  and 
Economics  Committee. 

The  RefCom  then  considered  the  Re- 


port of  the  Editor  of  the  Hawaii  Medical 
Journal,  the  Report  of  the  Publications 
Committee  and  Resolution  No  2 together. 
The  latter  asked  that  the  House  approve 
an  increase  from  $12,000  in  the  HMA 
budget  to  $24,000  this  next  year  in  order 
to  accommodate  the  large  backlog  of 
submitted  manuscripts  for  publication  in 
the  Journal,  ie  doubling  its  size.  This  was 
also  recommendation  2 in  the  Publica- 
tions Committee  report.  The  Reference 
Committee  recommended  that  both  of 
these  not  be  adopted;  the  House  agreed.  It 
then  suggested  that  Recommendation  1 
of  the  Publications  Committee  not  be 
adopted  despite  the  fact  that  a new  sub- 
scription rate  of  $25  for  nonmember  sub- 
scribers and  $ 1 8 for  members  had  been 
given  the  OK  by  the  Finance  Committee 
and  the  Council  awhile  ago.  The  House 
voted  this  recommendation  of  the  Refer- 
ence Committee  down,  thus  authorizing 
the  increase  in  subscription  rates.  The 
Reference  Committee’ s recommendation 
on  Resolution  2 was  not  to  adopt,  with 
which  the  House  concurred.  This  meant 
that  the  proposal  to  charge  authors  a fee 
per  page  of  manuscript  if  published  in  the 
Journal  was  not  allowed.  The  Reference 
Committee  made  a 4th  recommendation 
that  the  Long-Range  Planning  Commit- 
tee “Investigate  and  review  the  role  and 
function  of  the  Journal,  with  a report  to 
the  Council  at  its  April  ’93  meeting.”  The 
House  agreed  that  this  should  be  done. 

The  Reference  Committee  took  up 
the  Report  of  the  Treasurer/Finance 
Committee  and  made  the  following  rec- 
ommendations; That  recommendations 
3,  4,  5 and  6 be  adopted  with  only  one 
change  in  6:  That  every  member  bring  in 
two,  rather  than  one  new,  dues-paying 
member  this  coming  year.  The  House 
concurred.  The  Reference  Committee 
then  recommended  adoption  of  the  TFC’  s 
recommendation  1 which  was  to  keep  the 
dues  the  same  at  $575/annum.  It  made 
mention  of  a minority  report  by  Refer- 
ence Committee  member  Jeff  Fong  who 
dissented  and  suggested  that  dues  be  in- 
creased to  $585 — an  increase  of  $10.  He 
was  allowed  by  the  Speaker  to  put  this  in 
the  form  of  an  amendment.  During  the 
discussion,  an  additional  amendment  was 
proposed  to  increase  the  dues  to  $600  a 
year  in  view  of  the  unlikelihood  that  we 
would  be  able  to  get  85  new  members. 

(Continued  on  page  294)  >- 
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An  innovative  educational  program  for  critical  care  practitioners  ... 

Controversies  in  Critical  Care 


January  20  - 23,  1993  ♦ Hyatt  Regency  Maui  ♦ Maui,  Hawaii 


Society  of  Critical  Care  Medicine 


The  Society  of  Critical  Care  Medicine,  recognized  world-wide  for  its  dedication  to  critical  care  education  and  research,  is 
excited  to  introduce  a new  educational  program,  Controversies  in  Critical  Care. 

This  program  offers  you  the  unique  opportunity  to  debate  and  discuss  controversial  critical  care  issues  and  questions  with 
recognized  international  critical  care  experts  and  your  peers.  Topics  are  offered  in  a question  format,  and  cover  the 
spectrum  of  multidisciplinary  critical  care.  Fifteen  sessions  will  be  offered,  including  Hemodynamic  Monitoring:  When 
and  What  to  Measure?,  Therapeutic  Goals  in  Resuscitation  from  Shock:  When  do  We  Stop?,  Fluid  Therapy  in  ARDS:  Is 
Diuresis  Beneficial?,  and  12  other  topics. 

Continuing  Medical  Education 

The  Society  of  Critical  Care  Medicine  is  accredited  by  the  Accreditation  Coimcil  for  Continuing  Medical  Education 
(ACCME)  to  sponsor  continuing  medical  education  for  physicians.  The  Society  of  Critical  Care  Medicine  designates  this 
continuing  medical  education  activity  for  up  to  22.5  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  The  Society  of  Critical  Care  Medicine  is  accredited  by  the  California  Board  of 
Registered  Nursing  to  offer  continuing  education  credit  to  nurses  (BRN  #CEP  8181). 


Hotel  and  Travel  Information 

The  Hyatt  Regency  Maui  is  one  of  Hawaii’s  most  beautiful  and  luxurious  resorts.  Bring  your  whole  family  — the  Hyatt 
offers  recreational  activities  for  everyone,  even  children  as  young  as  3 years  old!  Special  travel  and  hotel  rates  are  available 
for  Controversies  course  attendees.  For  hotel  room  reservations,  call  the  Hyatt  Regency  Maui  at  (808)  667^498;  be  sure 
to  indicate  that  you  are  an  SCCM  course  attendee.  Reservations  made  after  December  20,  1992  will  be  subject  to 
availability  at  the  special  rate.  The  Hyatt  Regency  Maui  is  located  at  200  Nohea  Kai  Drive,  Lahaina,  Maui,  HI  96761-1990. 
Conventions  in  America  — SCCM’s  official  travel  company,  offers  significant  airfare  discoimts  and  other  benefits  when 
you  make  your  reservations  through  them.  Call  Conventions  in  America  at  (800)  929-4242  or  outside  the  toll-free  area, 
(619)  587-3555. 


Don’t  miss  this  opportunity  to  participate  in  this  innovative  international  critical  care  conference! 


Enrollment  Form  Controversies  in  Critical  Care  ♦ January  20  - 23,  1993  ♦ Hyatt  Regency  Maui  — Resort  at  Kaanapali  Beach 


Name(Last) 

□ MD  QPhD  QRN 

(first) 

□ CCRN  □ FCCM  □ Other 

(MO 

Mailing  Address 

City 

State 

Zip 

Country 

( ) 

( 

) 

Daytime  Riooe  Daytime  Fax 

Primary  Specialty:  □ Aocs  □ EM  □ IM  □ Nursing 


□ Peds  □ Surg  □ Other 

Tuition 

SCCM  Members; 

□ Physicians  $400.00 

□ Associate  Members.  Nurses. 

AUied  Health  Persoaocl  $325.00 

Nonmen^rs: 

□ Physicians  $475.00 

□ Fellows*.  Residents*,  Interns*. 

Nurses.  Allied  Health  Personnel  $400.00 

*Requires  an  accompanying  verficadon  letter  with  the  emoUment  form. 

Do  you  have  any  special  needs  (mobility  impairment,  sight  impairment,  etc.)?  If  so.  indicate  your 
needs  here:  


For  your  convemeoce.  fiuc  enroUments  are  accepted  with  credit  card  payments. 

□ Check  or  money  order  enclosed  (must  be  drawn  on  a U.S.  bank) 

□ I authorize  the  Society  of  Gridcal  Care  Medicine  to  charge  my  registradon  fees  to  the  following 
account  □ American  Express  □ MasterCard  □ VISA 


Credit  Card  number 


Expiradon  date 


Signature 

Refund  requests  must  be  submitted  to  the  SCCM  ofDce  In  writing  for  a full  refund  minus  a $50 
processing  fee. 


A 

Return  completed  enrollment 
form  with  payment  or  credit 
card  Information  to,  or  for 
more  Information  contact: 


Future  Controversies  in  Critical  Care  Dates 

Mar  17  - 20,  1993 

The  Resort  at  Squaw  Creek 

Squaw  Valley,  CA 

Apr  21  - 24,  1993 

Cemrad  Cancun 

Cancun,  Mexico 

July  28  - 31,  1993 

Sheraton  Grande  Torrey  Pines 

La  Jolla.  CA 

Sep  29  - Oc<  2,  1993 

Lowes  Le  Concorde 
(^ebec,  (Hanada 

Dec  1 - 4,  1993 

The  Hilton  Poinle  Resort 

at  South  Mountam 

Phoenix,  AZ 

Society  of  Critical  Care  Medicine  ♦ Programs  Department 
8101  East  Kaiser  Boulevard  ♦ Anaheim,  CA  92808-2214 
Phone  (714)  282-6000  ♦ Fax  (714)  282-6050 


Highlights  of  the  136th  Scientific  Sessions 
Hawaii  Medical  Association 
9 to  11  October  1992 


On  Friday  morning  October  9th, 
Chair  Rhoads  Stevens  MD  opened  the 
Scientific  Session  promptly  at  8 AM  by 
turning  the  program  over  to  Steve  Moser 
MD  of  Maui,  moderator  for  the  day; 
Steve  is  the  chair  of  HMA’s  Committee 
on  Environment.  He  in  turn  introduced 
the  first  speaker,  our  own  Duke  Bainum 
MD,  a Representative  at  the  Hawaii  State 
Legislature.  Duke  spoke  on  the  relation- 
ship between  physicians,  politics  and 
environmental  concerns. 

He  cited  the  mounting  problems  with 
preserving  the  environment  in  our  state, 
not  only  for  the  sake  of  its  inhabitants  but 
also  to  preserve  and  enhance  tourism, 
which  is  the  State’s  lifeblood.  He  said  the 
battle  at  the  State  Legislature  was  an 
uphill  one,  and  he  urged  HMA  members 
to  express  concerns  to  their  own  legisla- 
tors, if  not  to  enter  the  political  arena  and 
run  for  office  themselves  (Duke  is  the 
only  physician  in  the  Legislature  this 
session). 

He  was  followed  by  Janet  Sherman 
MD,  in  private  practice  of  internal  medi- 
cine and  lecturer  on  occupational  and 
environmental  medicine  and  toxicology, 
dividing  her  time  between  Alexandria, 
Virginia,  and  Makawao  on  Maui.  She 
spoke  as  we  followed  her  syllabus  of  her 
book  on  Chemical  Exposure  and  Dis- 
ease. 

My  notes  written  on  her  syllabus  (it 
had  been  handed  out  to  the  audience  of 
some  75  to  100  attendees)  reveal  her 
mention  of  the  unique  febrile  illness  with 
severe  headache  and  malaise  of  unknown 
etiology  restricted  only  to  some  of  the 
veterans  of  the  Gulf  War;  of  male  work- 
ers in  a specific  factory  who  developed  a 
cluster  epidemic  of  testicular  atrophy  and 
consequent  childlessness  in  those  fami- 
lies; of  the  increase  in  incidence  and 
severity  of  respiratory  difficulties  the  re- 
sult of  geothennal  venting;  of  the  morbid 
effects  of  formaldehyde  on  people  living 
in  mobile  homes  (the  chemical  in  the 
building  materials);  of  the  relationship 
between  arsenic  and  nasal  cancer;  of  the 
lethal  effects  of  chlorinated  cyclodienes 
and  benzene-ring  chemicals  such  as 
Chlordane  (now  banned  as  anti-termite). 
Lindane  (the  active  ingredient  in  Kwell 


shampoo  and  cream  for  lice)  and  Penta- 
chlorophenol  ( used  to  Wolmanize  lumber); 
of  Durssan  and  its  relative  “Agent  Orange” 
(2,4-D  and  2,4, 5-T);  and  of  PCB,  DES, 
Dioxin  and  Dibenzofuran  that  are  related  to 
DDT  (now  banned  as  a pesticide)  and  to 
Tamoxifen  (the  latter  being  used  increas- 
ingly as  prophylactic  chemotherapy  in  breast 
cancer).  In  the  case  of  Tamoxifen,  the 
oncologist  has  to  weigh  its  long-term  carci- 
nogenic effect  against  its  short-term  anti- 
cancer-spread-and-recurrence  benefit,  de- 
pending on  the  woman’s  age,  stage  of  ma- 
lignancy, etc. 

Sherman  mentioned  in  closing  our 
concerns  here  in  Hawaii,  as  well  as  the 
concerns  of  South  Pacific  islanders,  over 
the  incineration  of  chemical  warfare  am- 
munition at  Johnston  Island  some  900  miles 
southwest  of  Hawaii  that  might  be  contami- 
nating the  waters  of  the  Pacific  Ocean  and 
its  fish  in  the  food  chain. 

Clyde  Ishii  MD,  Honolulu  plastic 
surgeon,  gave  his  talk  on  “Cumulative 
Trauma  Disease”  (CTD)  of  the  human  up- 
per extremities.  He  described  numerous 
syndromes  involving  painful  swelling  of 
various  muscles  and  tendons,  the  result  of 
repetitive  movements  to  excess  and  result- 
ant lost  time  from  work  compensable  under 
Workers’  Comp.  The  answer  lies  in  ergo- 
nomics, the  study  at  the  workplace  of  meth- 
ods to  prevent  such  kinds  of  stress. 

After  the  break,  in  which  we  were  all 
urged  to  visit  the  large  number  of  exhibitors 
who  had  given  their  support  to  the  HMA 
session,  the  first  speaker  was  Thomas  Sinks 
PhD  of  CDC  in  Atlanta.  Steve  Moser  had 
introduced  him  as  being  one  of  the  re- 
searchers from  CDC  who  came  to  Hawaii 
to  assess  the  impact  of  the  smoke  from 
burning  sugarcane  (immediately  prior  to 
harvesting)  on  the  workers.  Sink’s  presen- 
tation; “Biogenic  Silica  and  Human  Dis- 
ease” was  his  report  of  the  findings.  They 
were  diseased  at  a community  meeting  the 
evening  before  in  Kahului,  Maui,  and  were 
reported  in  both  daily  newspapers.  The 
results  of  studying  335  sugarcane  workers 
on  Maui  and  the  Big  Island  indicated  no 
health  hazard,  particularly  no  increase  in 
the  incidence  of  mesothelioma  of  the  pleu- 
rae such  as  can  be  caused  by  asbestosis.  The 
Biogenic  Silica  Fibers  (BSF)  in  the  smoke 


from  burning  cane  average  12  microns 
by  1 micron  in  size  and  appear  similar  to 
those  of  asbestos.  It  was  interesting  to 
learn  that  from  1960  to  1989  the  Hawaii 
Tumor  Registry  has  on  file  93  cases  of 
mesothelioma  in  the  State;  all  but  2 were 
Island  residents. 

Sinks  was  followed  by  Philip  Loh 
PhD,  Professor  of  Microbiology  at  UH, 
who  spoke  on  the  topic  of  “Human  En- 
teroviruses in  Coastal  Waters”.  He  was 
impressively  knowledgeable  in  his  field. 
Amazingly  Oahu’s  wastewater  treatment 
plants  are  not  designed  to  kill  viruses,  of 
which  there  are  >100  varieties  ranging 
from  the  trivial  to  the  lethal;  the  latter 
predominate  as  Hepatitis-A.  Nature  has 
a way  of  countering  these;  coastal  waters 
teem  with  marine  bacilli  that  are  antivi- 
ral. Harvesting  the  viruses  for  examina- 
tion and  identification  is  extremely  diffi- 
cult, Loh  said. 

As  for  the  enterococci,  Hawaii’s 
standard  for  coastal  recreational  waters 
is  a count  of  <7  colonies/ml.  They  need 
to  be  in  high  concentration  to  be 
pathognomonic,  he  assured  us. 

“Indoor  Air  Quality”  was  the  next 
topic  by  John  Endicott  MD,  head  of  the 
Occupational  Disease  Department  at 
Straub  Clinic  and  Hospital.  The  air-con- 
ditioning of  buildings,  so  essential  for 
creature-comfort  even  in  Hawaii,  has 
given  rise  to  many  problems  for  the 
workforce  in  them.  It  has  come  to  be 
known  as  the  “sick-building  syndrome.” 
Fifty-two  percent  of  the  etiology  is  inad- 
equate ventilation,  Endicott  averred.  Each 
person  requires  1 5 cubic  feet  of  exchange 
per  minute,  “and  it  must  include  outside 
air  being  brought  in  because  recirculating 
stale,  confined  air  adds  to  the  adverse 
effects,”  he  said.  “At  an  average  cost  of 
>$2  a cubic  foot,  the  overhead  expense 
mounts  up;  architects  and  engineers  must 
be  experts  in  their  fields.”  Endicott  cited 
formaldehyde  in  building  materials  and 
in  the  chemicals  used  by  housekeepers 
for  maintenance  as  the  main  culprits. 

The  last  speaker  of  the  morning 
session  was  Mary  Rose  Teves  from  the 
Environmental  Planning  Section  of  the 
State  Department  of  Health,  who  spoke 
(Continued  on  page  292 )>~ 
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Dr.  Saito  spends  his  free  time 
with  the  family,  now  that  he 
uses  Praxis! 

Praxis: 

■ Files  insurance  claims 

■ Generates  patient 
statements 

■ Receives,  posts,  tracks  and 
deposits  payments 

■ And  handles  all  patient 
inquires 

All  Dr.  Saito  has  to  do  is  enter 
the  patient  information  in  his 
OS/2  computer  system*,  and 
let  Praxis  take  care  of  the  rest! 


Praxis  offers  the  administrative  services  of  a large 
clinic  or  hospital  to  physicians  who  prefer  their 
autonomy,  and  gives  them  more  time  for  their  profes- 
sional and  personal  lives. 

For  more  information,  contact  us  at  941-3363. 


Praxis 

HAWAII'S  BILLING  SERVICES  FOR 
PHYSICIANS  IN  PRIVATE  PRACTICE 


Praxis^"  is  a wholly-owned  subsidiary  of  DataHouse,  Ala  Moana  Building,  Suite  1500, 1441  KapiolanI 
Boulevard,  Honolulu,  Hawaii  96814  — ’Praxis  requires  the  use  of  an  IBM-PS/2  compufer  in  an  OS/2  tromputing 
environment.  — IBM,  PS/2  and  OS/2  are  registered  trademarks  of  Internafional  Business  Machines  Corporafion 


Praxis  gives 
Dr.  Saito  choices 


in  place  of  Bruce  Anderson  PhD,  the 
Deputy  Director.  She  emphasized  the 
theme  of  “changing  people’s  behavior”, 
a formidable  task. 

She  and  a panel  of  the  morning’s 
speakers  then  fielded  questions  from  the 
audience.  Environmental  Medicine,  the 
morning’s  theme,  was  well-covered  by 
the  speakers  from  a wide  range  of  exper- 
tise and  the  attendees  were  appreciative. 

Also  covered  in  conjoint  scientific 
sessions  were  colonoscopy,  endoscopy 
of  the  female  reproduction  tract,  and 
genito-urinary  tract;  and  bronchoscopy, 
endoscopic  laser-assisted  dacryocyst- 
rhinostomy,  and  of  the  ear,  nose  and 
throat. 

Saturday,  10  October  1992 

The  Session  started  promptly  at  10 
AM  at  the  Ilikai  as  David  Fitz-Patrick 
MD,  the  morning’s  moderator,  made  a 
few  introductory  remarks  before  intro- 
ducing the  first  speaker.  “Biotechnology 
in  Medicine”  was  the  morning’s  theme. 

John  Glasby  MD  MPH,  Assistant 
Professor  of  Medicine  at  the  UCLA 
School  of  Medicine  offered  “An  Over- 
view of  Biotechnology — in  the  forefront 
of  the  new  medicine”.  Prof  Glasby  de- 
fined it  as  ( a ) based  on  cloning,  in  order  to 
obtain  specific  proteins;  (b)  it  consists  of 
doing  research  on  mammalian  antibody 
functions;  and  (c)  it  opens  up  an  area  of 
gene  therapy.  This  new  technology  in 
medicine  is  expensive,  and  it  is  not  bereft 
of  toxic  by-products.  He  spoke  primarily 
of  Humalin,  human  growth  hormone, 
calcitonin  and  interferon.  The  caveat  was 
that  in  attempting  to  cure  one  disease  by 
this  means,  sometimes  other  diseases  re- 
sult. 

Cloning  is  meant  to  increase  by  large 
amounts  the  natural,  beneficial,  native 
proteins.  He  cited  Hairy-cell  Leukemia 
patients  ( they  usually  die  within  1 Oyears ), 
who  can  have  their  lifespan  increased  by 
the  use  of  interferon,  although  it  often 
works  very  slowly — up  to  6 months  in 
some  cases.  It  can  produce  fiu-like  symp- 
toms and  tachphylaxis  with  time. 

The  growth  factor  G-CSF  is  known 
to  increase  the  number  of  granulocytes 
and  lymphocytes  as  a counter  to  chemo- 
therapy in  cancer  patients.  Glasby  di- 
verged from  the  scientific  to  the  financial 
aspect  to  point  out  that  it  used  to  cost 
$8,500  for  in-hospital  therapy  over  a 


period  of  7.3  days  per  cycle  of  treatment, 
but  by  developing  a protocol  for  the  patient 
to  do  it  at  home  the  cost  was  reduced  to 
$2,300  per  cycle  and  the  number  of  days 
was  halved.  As  an  aside,  Glasby  related  that 
Medicare — on  the  basis  of  DRGs — paid 
the  hospital  $5,300  even  though  billed  for 
the  actual  cost  of  only  $4,230! 

Erythropoietin  has  been  given  to  pa- 
tients with  AIDS  to  raise  their  Hgb  level, 
which  is  severely  depressed  by  AZT;  this 
allows  for  fewer  transfusions  of  blood. 
However,  G-CSF  when  given  to  AIDS 
patients  for  therapeutic  reasons  increases 
the  growth  of  Human  Immunodeficiency 
Virus  within  macrophages;  this  requires  the 
administration  of  AZT.  Consequently,  the 
cost  of  treatment  escalates  a great  deal. 
Similarly  AZT  -i-  IF  causes  leukocytes  to 
fall;  therefore,  adding  G-SCF  is  remedial. 
Gm-CSF  has  been  found  to  kill  cancer  cells, 
but  only  some  of  the  time;  it  is  related  to 
Interleukin-3  and  helps  to  increase  platelet 
counts. 

Kenneth  Lee  Jones  MD  Professor  of 
Pediatrics  and  Endocrinology  at  UCSD  was 
the  next  speaker.  His  topic  had  an  intriguing 
title:  “Recombinant  Growth  Hormone: 
Cutting  Edges  and  Perilous  Ledges”.  The 
original  growth  hormone  was  derived  from 
animals.  Cloning  has  permitted  human 
growth  honnone  to  be  recombinant  (hGH). 
Whereas  the  former  product  was  not  very 
effective,  hGF  really  helps  patients  with 
GH  Deficiency  (GHD).  It  can  double  the 
rate  of  growth  of  a child,  or  even  more  than 
that,  especially  if  given  as  early  as  possible 
and  twice  weekly.  The  drawback  is  its  cost 
— $10-  to  $ 18-thousand  a year.  It  is  very 
effective  in  nonnalizing  kids  with  Turner 
Syndrome. 

In  adults,  after  growth  has  stopped,  it 
has  improved  the  strength  of  muscles  and 
increased  BMR,  but  regression  takes  place 
if  the  regime  is  stopped.  It  has  been  used 
effectively  in  severely  burned  patients.  It 
has  been  tried  in  the  aged  but  there  is  a 
caveat  in  that  it  increases  the  likelihood  of 
cancer  and  brings  on  diabetes;  it  also  brings 
on  a return  of  reproductive  powers.  As  an 
anabolic  agent  favored  by  some  athletes,  it 
is  in  disrepute. 

Dr  Glasby  returned  to  the  podium  for 
his  second  presentation  of  the  morning: 
“Hematopoietic  Growth  Factors”.  He  reca- 
pitulated what  is  known  about  Gm-CSF: 
That  it  increases  the  output  of  granulocytes. 
However,  it  is  also  known  that  these  seem  to 


adhere  to  the  lining  of  the  capillaries  of 
the  bronchial  tree  and  cause  shortness  of 
breath. 

As  for  erythropoietin,  its  use  to  im- 
prove the  production  of  red  cells  and  Hgb 
levels,  thus  diminishing  the  need  for 
blood  transfusions,  may  permit  a more 
aggressive  chemotherapy  for  cancer  and 
in  this  way  more  “cures”. 

Administration  of  Gm-CSF  results 
in  idiopathic  fever  quite  often;  this  can  be 
countered  by  the  co-administration  of 
erythromycin;  the  drugs  seem  to  be  syn- 
ergistic, but  the  outcomes  are  still  in 
doubt  in  terms  of  mortality  and  the  rate  of 
infections.  Gm-CSF  has  been  found  to  be 
an  effective  anti-cholesterol  agent.  Its 
use  together  with  Gentamicin  for  se- 
verely burned  patients  has  also  met  with 
success. 

David  Fitz-Patrick  helped  the 
speakers  as  a panel  field  questions  and 
answers  from  the  audience. 

Sunday,  11  October  1991 

Because  the  final  meeting  of  the 
HMA’s  House  of  Delegates  had  been 
moved  up  to  11  AM,  this  morning’s 
scientific  session  was  limited  to  2 1/2 
hours.  Once  again  the  attendance  was 
high — 75  to  100  in  the  Ilikai’s  Pacific 
Ballroom. 

The  morning’s  theme  was  “Family 
Violence  and  the  Physician”.  Appropri- 
ately, it  was  moderated  by  Robert 
Hollison  MD,  a member  of  the  Hawaii 
Chapter,  American  Academy  of  Family 
Physicians,  and  Medical  Director  of  The 
Queen’s  Health  Care  Plan  and  Island 
Care. 

The  first  presentation  was  by  2 
speakers:  Carol  Lee,  Executive  Director 
of  the  Hawaii  State  Committee  on  Fam- 
ily Violence,  and  Julie  Owens,  Program 
Director  of  HOPE  for  Battered  Women 
that  is  a part  of  the  same  State  committee. 
Their  topic  was  entitled  “Domestic  Vio- 
lence: What  they  didn’t  teach  you  in 
medical  school.” 

Lee  stated  that  98%  of  the  mayhem 
was  perpetrated  by  men  against  women 
and  that  50%  of  all  women  had  suffered 
abuse  by  men.  She  felt  that  this  was  a 
manifestation  of  men  wanting  to  assert 
and  maintain  their  power  over  women, 
and  their  control.  Lee  went  on  to  say  that 
alcohol  is  most  often  the  factor  that  re- 
(Continued  on  page  294)  >- 
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Wde  leases,  tailor-made 

A lease  should  be  tailored  to 
fit  the  customer  like  a custom- 
made  suit.  At  GECC  Hawaii 
Ijeasing,  this  is  a credo  that  sets 
us  apart  from  the  rest. 

If  you  need  vehicles,  we  ll 
help  you  find  what’s  exactly  right 
for  your  operation.  From  one 
car  to  a fleet  of  cars,  trucks  or 
tour  buses. 


And  we’ll  write  terms  to  help 
you  prosper — short  term,  long 
term,  seasonal,  flexible. 

Don’t  buy  a lease  off  the  rack. 
Call  us  for  a custom  lease.  It  will 
make  you  look  good. 


GECC  Financial 


Member  FDIC.  A unit  of  GE  Capital. 

700  Bishop  Street,  9th  floor,  or  1210  N.  Nimitz  Highway,  Phone  527-8333- 


leases  men’s  inhibitions  since  they  are 
more  prone  to  its  use  than  women.  An- 
other striking  statistic  is  that  in  compari- 
son with  the  war  in  Viet  Nam,  wherein 
the  U.S.  suffered  50,000  casualties,  dur- 
ing the  same  period  54,000  women  were 
murdered! 

Owens  followed  with  one  more  sta- 
tistic: That  22%  to  35%  of  ER  cases 
involve  a battered  woman,  often  hidden 
as  “accidental”  in  origin.  In  addition, 
these  cases  often  involve  child  abuse  as 
well,  to  as  much  as  70%. 

The  problem  is  that  most  of  the  time 
both  treatment  and  referral  for  help  are 
resisted  by  the  victim  either  because  of 
fear  of  reprisal  or  because  the  perpetrator, 
after  sobering  up,  is  remorseful  and  peni- 
tent [from  personal  experience  in  my 
practice,  the  most  difficult  thing  for  a 
physician  to  do  is  to  desist  from  calling  in 
the  authorities,  to  desist  from  needed 
referral  to  social  services  or  to  a coun- 
selor when  a battered  woman  begs  the 
physician  not  to  do  so.  The  best  we  can 
do — most  of  the  time — is  to  be  a warm 
shoulder  for  the  victim  to  cry  on;  there  is 
often  no  one  else  to  whom  the  woman  can 
confide  her  yearning  for  empathy,  which 
can  be  very  supportive  and  therapeutic 
for  an  ego  that  invariably  has  been  se- 
verely bruised  as  well]. 

It  was  a good  presentation  from 
people  in  the  front  line.  It  was  nothing 
new  to  many  of  us,  but  it  highlighted  a 
local  and  national  societal  problem  that  is 
getting  worse. 

This  set  the  stage  for  Robert  McAfee 
MD,  who  was  the  next  speaker.  We  had 
already  heard  him  speak  on  Friday — as  a 
Trustee  of  the  AM  A;  this  time  he  spoke 
as  a general  and  vascular  surgeon  from 


Portland,  Maine,  and  also  as  a representa- 
tive of  the  AMA.  That  organization  of 
>50,000  U.S.  physicians  has  declared  war 
on  the  problem  of  spouse  and  child  abuse  by 
initiating  the  AMA  Alliance  against  Vio- 
lence. This  was  McAfee’s  main  interest  and 
the  topic  in  his  presentation. 

He  started  out  by  mentioning  CDC’s 
new  project:  Injury  prevention  and  control. 
Then  came  more  statistics:  “One  of  every 
27  black  males  is  likely  to  be  murdered;  a 
hundred  thousand  kids  go  to  school  bearing 
arms;  a survey  of  Asians  in  the  U.S.  re- 
vealed that  none  of  the  men  admitted  to  any 
abuse  of  their  wives,  but  the  women  re- 
vealed it  was  a prevailing  fear  in  their  lives,” 
McAfee  reported. 

The  AMA’s  Physician  Coalition 
Against  Family  Violence  emphasizes  the 
role  all  physicians  need  to  take:  “Someone 
to  talk  to.  Someone  to  listen.”  Any  physi- 
cian. They  are  87  times  more  likely  to  be 
consulted  than  the  police,  ministers,  social 
workers  or  friends  and  relatives,”  he  said. 
Citing  more  statistics,  McAfee  said  that  35 
instances  of  violence  per  hour  pervade  the 
Saturday  morning  TV  cartoons  for  kids; 
that  physicians  need  to  ask  the  specific 
question  as  they  ask  for  FH,  PMH,  PSH, 
PObs  and  sexual  history,  past  or  present  use 
of  drugs,  of  women:  “And,  have  you  ever 
been  threatened  or  abused?”  The  AMA 
stresses  an  approach  to  all  physicians,  it  has 
a “talk  to  someone”  poster  for  physician’s 
offices,  for  the  asking. 

As  an  aside,  McAfee  reminded  the 
audience  that  Maine  is  a state  wherein  farm- 
ers and  hunters  are  numerous,  and  they  all 
“bear  arms”,  but  he  strongly  encourages 
some  measure  of  gun  control  in  this  coun- 
try. He  also  responded  to  the  statement  by 
the  previous  speakers  that  2%  of  the  abused 


are  men:  “That  figure  should  be  upped  to 
5%,”  he  said. 

The  last  presentation  of  the  morning 
was  a panel  that  responded  to  the  ques- 
tions posed  by  the  audience.  Dr  McAfee, 
Carol  Fee  and  Julie  Owens  were  joined 
by  attorney  Michael  McGuigan  of  a 
Honolulu  law  firm.  The  latter  spelled  out 
the  fact  that  child  abuse  is  reportable  by 
law;  on  the  other  hand,  spouse  abuse  is 
not.  The  wishes  of  the  abused,  the  victim, 
are  paramount  and  should  not  be  arbi- 
trarily overcome  by  the  physician.  Per- 
suasion can  be  and  should  be  practiced,  if 
appropriate,  but  the  desire  for  privacy 
needs  to  be  respected.  A notation  in  the 
medical  record  that  permission  to  refer 
was  not  given  by  the  abused,  should  be 
recorded. 

Dr  McAfee  cited  a new  program  in 
which  the  daughters  of  an  abused  parent 
are  counseled  in  their  growing  years  in  an 
attempt  to  prevent  it  occurring  in  the  next 
generation. 

We  were  left  with  the  impression 
that  the  societal  problem  was  very  well 
presented  and  that  physicians  need  to  be 
alerted  to  its  impact  because  of  their  roles 
as  “confidants”.  However,  we  were  also 
left  with  a sense  of  being  rather  power- 
less in  being  able  to  provide  a remedy. 

It  was  good  to  see  in  the  Sunday 
Honolulu  Star-Bulletin  and  Advertiser 
of  1 1 OctoberthatA^fvrrtA^r  staff  writer 
Vickie  Ong  interviewed  Dr  McAfee  and 
reported  his  views.  In  conjunction  with 
the  article  was  a box  that  announced 
KITV’s  scheduling  of  the  30-minute  TV 
documentary  “Dover,  Batterer”  produced 
by  the  State  Attorney  General’s  Office. 

JI  Frederick  Reppun  MD 
Reporter  for  the  HMA 
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The  House  approved  this  amendment 
and  ultimately  approved  the  dues  increase 
to  $600  a year. 

The  House  approved  the  new  bal- 
anced budget  as  recommended  by  the 
RefCom,  which  had  recommended  ap- 
proval of  Item  2 of  the  TFC  recommen- 
dation: That  the  proposed  balance  budget 
be  adopted.  In  the  process,  the  House  had 


approved  re-inserting  into  the  budget  the 
$ 1 0,000  for  the  President  to  use  as  a contin- 
gency fund. 

Vice-Speaker  Howard  announced  the 
results  of  the  election  of  officers.  Council- 
ors, and  the  Nominating  Committee  for 
next  year. 

Steve  Wallach  administered  the  oath 
of  office  to  the  newly  elected,  and  turned 


over  the  gavel  to  HMA’s  new  President 
Jeanette  Chang.  He  was  given  a standing 
ovation  for  his  contribution  to  the  Asso- 
ciation this  past  year.  It  was  just  about  4 
o’clock  of  a Sunday  afternoon  when  the 
1 36th  annual  meeting  of  the  Hawaii 
Medical  Association  was  adjourned. 

J.I.Frederick  Reppun  MD 
Reporter  for  the  HMA 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30t  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  xso 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

’ Humulin'®’  70/30  (70%  human  insulin  isophane  suspension. 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343 


1992,  ELI  LILLY  AND  COM  PA  I 


The  hole  in  the  net 

In  October  of  1992,  the  news  media  played  up  the  death  of 
Lance  Lawrence,  38,  a client  of  the  State’ s Department  of  Human 
Services  (DHS)  in  Hilo,  who  died  as  a result  of  a virulent  dental 
abcess.  The  implication  is  that  had  he  been  seen  and  treated  earlier, 
the  outcome  might  have  been  different. 

The  full  expose  of  the  facts  has  not  been  available  to  us.  What 
was  reported  seemed  to  indicate  that  a part  of  the  problem  was  the 
reluctance  of  a dentist  to  treat  a Medicaid  patient.  Many  physi- 
cians— and  undoubtedly  many  dentists  likewise — are  disinclined 
to  accept  Medicaid  patients  because  the  remuneration  is  lower 
than  the  professional’s  overhead  expenses. 

This  is  a societal  problem.  It  has  large  adverse  implications 
when  it  comes  to  health  care  programs  such  as  Medicaid,  Medi- 
care and  even  indemnity  insurance  programs. 

We  physicians  have  a certain  empathy  with  our  colleagues  in 
dentistry;  we  know  that  the  “business”  aspects  of  practicing 
medicine  have  become  increasingly  burdensome.  However,  the 
case  of  Lance  Lawrence  is  a cause  for  concern  for  us  physicians, 
too. 

According  to  the  HMA  office,  66%  of  our  membership 
accept  Medicaid  patients  despite  the  lower  fee  paid  for  service; 
some  of  these  physicians  have  to  limit  the  number  of  such  patients, 
or  will  attend  only  those  who  have  been  on  their  books  for  a long 
time,  not  accepting  new  ones.  That  is  quite  understandable  and 


Research  with  a real  purpose 

Joseph  Humphry  MD  is  an  internist  at  the  Waianae  Coast 
Comprehensive  Health  Center  (WCCHC).  This  a regional  clinic 
that  gets  both  public  and  private  support  in  providing  primary  and 
emergency  health  care  in  an  outlying  community  with  a high 
population  of  the  poor,  the  uninsured  and  the  underinsured.  The 
Hawaii  Medical  Association  supports  its  existence  and  its  efforts. 

The  clinic  is  about  3 1 miles  from  Kapiolani  Medical  Center 
for  Women  and  Children  (KMCWC),  a tertiary  facility  for  high- 
risk  pregnant  women  and  their  neonates  pre-  and  post-delivery. 
During  peak  hours  of  traffic  congestion,  it  may  well  take  2 hours 
for  an  ambulance  to  transport  a patient.  Until  St  Francis  West 
opens  an  obstetrical  unit,  there  are  no  facilities  in  the  Waianae 
region,  or  anywhere  closer  than  KMCWC,  even  for  normal 
uncomplicated  deliveries.  If  the  one  ambulance  stationed  there  is 
out,  it  takes  some  time  for  another  to  come  from  Wahiawa. 

Humphry  says  that  WCCHC  manages  400  obstetrical  cases 
a year  and  estimates  that  perhaps  twice  that  number  of  women  in 
the  region  have  babies  delivered  each  year.  He  also  estimates  that 
60%  of  them  are  in  the  Medicaid  category. 
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reasonable.  Nevertheless,  we  regret  that  circumstances  are  not 
conducive  to  raising  the  percentage  to  a higher  level. 

One  cannot  help  but  reflect  that  “in  the  old  days”,  the  solo 
physician  would  charge  a rich  patient  more,  in  order  to  treat  the 
poor  patient  for  nothing.  With  the  advent  of  medical  insurance  and 
of  government  welfarism,  that  era  is  long  gone.  Unfortunately, 
with  it  has  gone  some  of  the  “charity”  that  is  supposed  to  be 
inherent  in  the  healing  professions.  The  physician  does  not  feel 
charitable  toward  the  faceless  third  party  payer.  The  dedicated 
physician,  however,  still  feels  charitable  toward  his  or  her  patient 
as  an  individual,  and  very  often  dispenses  medical  treatment 
freely.  It  may  or  may  not  show  on  the  books.  It  is  not  something 
we  brag  about  or  publicize  for  the  most  part. 

Charity  is  inherent  in  being  a professional  (“professionals” 
initially  were  only  3;  Doctors,  lawyers  and  clergy). 

Perhaps  we  as  physicians,  as  we  contemplate  the  inroads  of 
third  party  payers  into  the  practice  of  medicine  and  the  current 
crisis  occasioned  by  the  rise  of  health  care’s  percentage  of  GNP, 
need  to  be  reminded  that  our  professionalism  demands  that  we  turn 
no  human  away  who  comes  to  us  for  succor,  without  seeing  that 
he  or  she  and  the  ailment  be  properly  managed. 

J I Frederick  Reppun  MD 
Editor 


In  perusing  the  article,  the  reader  will  quickly  see  how 
Humphry’s  findings  prove  that  excellent  medical  care  in  an 
outlying  facility,  in  close  contact  with  the  tertiary  facility  by 
electronic  communication,  and  good  rapport  between  the  primary 
care  providers  and  the  consultants,  not  only  improves  the  outcome 
but  saves  dollars.  “Prevention  is  better  than  cure”  is  an  age-old 
adage  that  still  holds  true,  particularly  in  the  case  of  pregnant 
diabetic  women  who  are  the  subject  of  the  article. 

The  teamwork  entailed  in  such  an  endeavor  is  an  essential 
ingredient  of  success;  however,  it  is  very  difficult  to  assess  the 
savings  in  dollars  as  compared  with  the  $25,000  to  $50,000  spent 
on  a low-birthweight  neonate  that  needs  to  be  in  the  pediatric 
intensive  care  unit  for  very  long. 

The  WCCHC  effort  is  worth  the  nominal  support  of  HMA; 
would  that  support  could  be  a bit  more  tangible! 

J I Frederick  Reppun  MD 
Editor 

( Continued  on  page  298)  >■ 
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We  asked  all  the  employees 
at  West  Beach  Travel  what 
they  think  of  their  new  phone 
system. 

They  both  love  it. 


Small  businesses  don’t  get  much  smaller  than  this. 

Still,  when  Georgina  Beers  and  Melmanette  Worthington  opened  their  travel 
agenc\’  in  W’aianae,  they  didn't  cut  corners  on  phones.  They  went  to  the  GTE  Hawaiian  Tel 
Phone  Mart  Business  Genter  and  got  the  right  system  for  the  job. 

“It’s  an  investment  that  really  paid  off,’’  says  Georgina.  “The  system  saves  us  plenty 
of  effort  with  hands-free  operation, 
speed  dialing,  call  forwarding  and  so  on. 

And  with  our  ads  pulling  in  more  calls 
than  we  ever  dreamed  of,  it’s  nice  to 
know  that  this  system  will  grow  with  us 
for  a long  time  to  come. 

“It’s  also  nice  to  know  that  GTE 
Hawaiian  Tel  is  there  to  take  care  of  any 
problems. 

“Phone  Mart  Business  Genter  sold  us  the  system,  showed  us  how  to  use  it,  set  up 
installation  and  service — everything’’  says  Georgina.  “Going  there  was  a good  move.’’ 

“I’d  go  along  with  that,”  Melmanette  agi  ees.  “In  fact,  I think  ever)'one  here  would.” 

320  Ward  Avenue  (Ward  Court).  Hours:  Monday  thru  Friday,  9 a.m.  to  5 p.m.  Telephone:  546-4747 


GTE 


Hawaiian  Tel 


PHORE  maRT 


BusinEss  CEntEr 


EDITORIALS  (Continued  from  page  296) 


Sensei 

A docent  and  a sensei  to  many  who  have  become  sensei  in  their 
own  right  is  Dr  Ilza  Veith.  Her  article  on  the  “Parallels  between 
AIDS,  Leprosy  and  Syphillis”  is  a feature  of  this  issue  of  the 
Journal-,  it  is  based  on  a lecture  she  gave  at  the  Hawaii  Medical 
Library  on  28  June  1991.  She  is  the  Professor  Emerita,  History  of 
Health  Sciences  and  Psychiatry,  UC-San  Francisco. 

Dr  Veith,  77,  was  a visitor  to  Hawaii  in  mid-June  and  was 
honored  by  a reception  arranged  by  John  Breinich  at  the  Hawaii 
Medical  Library  on  19  June. 

Veith  can  be  addressed  as  “Doctor”  because  she  has  not  only 
a doctorate  in  medical  history  from  Johns  Hopkins  School  of 
Medicine,  but  she  was  also  tendered  the  honor  in  Japan  of  Itagaku 
Hase,  or  Doctor  of  Medical  Science,  a title  superior  to  that  of  a 
simple  MD.  However,  she  has  never  been  a practicing  physician, 
although  she  started  out  to  be  one. 

She  was  bom  in  Ludwigshafen-am-Rhein  in  Germany,  de- 
cided to  become  a physician,  headed  for  schools  in  Geneva  and 
then  Vienna  in  the  1930s.  She  married  a physician,  Hans  von 
Valentini,  before  receiving  her  degree,  and  he  did  not  feel  it  was 
right  for  a doctor’s  wife  to  be  a physician,  too.  Consequently,  she 
attended  cooking  school! 

The  couple  avoided  the  Nazi  Anschluss  by  coming  to  the 
United  States  in  1937.  She  earned  her  PhD  at  Johns  Hopkins  in  the 
History  of  Medicine — the  first  student  ever  to  receive  that  de- 
gree— under  the  tutelage  of  Professor  Sigerist.  Her  doctoral  thesis 
required  her  to  learn  Mandarin  Chinese,  which  she  did  by  learning 
the  use  of 500  characters  at  the  end  of  one  year.  The  thesis  became 
the  subject  of  her  first  of  8 books  that  she  has  since  written:  The 
Yellow  Emperor ’s  Classic  on  Internal  Medicine',  it  has  sold  50,000 
copies,  an  unusual  record  because  few  doctoral  theses  see  the  light 
of  day.  Veith  is  very  proud  of  the  fact  that  she  spent  15  years  as 
a faculty  member  at  the  University  of  Chicago  School  of  Medi- 
cine, which  she  considers  to  be  one  of  the  great  institutions  of  this 
country.  She  later  accepted  an  offer  of  the  University  of  Califor- 
nia, San  Francisco,  that  set  up  a chair  in  the  History  of  Medicine 
especially  for  her.  It  was  at  her  feet  that  Hawaii’s  Charlie  Judd  Jr 
M D ( now  deceased  these  5 years ) developed  such  an  interest  in  the 
history  of  medicine.  He  brought  it  back  with  him  to  our  own 
medical  school  and  inculcated  appreciation  of  it  to  the  students 
who  have  graduated  from  JABSOM. 

Veith  is  now  the  victim  of  a hemiplegia  that  she  suffered 
unexpectedly  at  the  age  of  50,  but  this  has  neither  hampered  her 
getting  about — she  has  made  trips  all  over  the  world  to  fulfill 
speaking  engagements — nor  has  it  kept  her  mind  from  being  as 
sharp  as  ever.  She  has  suffered  additional  tragedies  as  well:  one 
was  the  loss  of  her  husband  a year  ago  after  more  than  50  years  of 
marriage. 

The  other  was  an  accidental  fall  and  a leg  fracture  that  led  to 
Hawaii’s  good  fortune,  and  perhaps  also  Ilza’s,  because  it  led  to 
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her  developing  a large  number  of  friends  and  many  visits  here.  It 
happened  during  a stopover  in  Honolulu  on  her  way  to  Australia 
to  speak.  She  was  hospitalized  at  The  Queen’s  Medical  Center, 
under  the  care  of  Don  Jones  the  attending  oithopod,  but  more 
intimately  acquainted  with  Resident  Yoshio  Oda  MD;  the  late 
Harry  Arnold  Jr  MD  and  many  others  also  became  her  close 
friends.  Of  course,  the  planned  trip  was  canceled. 

However,  Veith  has  a particular  fondness  for  Japan,  in 
particular  Tokyo  and  Kyoto,  which  she  has  visited  many  times  and 
for  whose  people  she  has  a great  fondness.  She  speaks  Japanese, 
Chinese,  German,  French,  English  and  even  Russian 
“nimnoshko” — very  little.  How  come?  “Because  it  was  a neigh- 
boring country  to  Germany;  that’s  why !”  she  said,  when  asked  the 
question. 

Veith  is  the  author  of  Great  Ideas  in  the  History  of  Surgery, 
Can  You  Hear  the  Clapping  of  One  Hand?,  Art  Is  Medicine, 
Medizin  in  Tibet  (in  German),  A Translation  of  the  Earliest 
Medical  Book,  Ishimpo  (2  volumes)  and  Hysteria:  The  History  of 
fl  DAcuxc  (in  addition  to  the  Yellow  Emperor).  She  is,  of  course, 
listed  in  Who 's  Who. 

Many  of  her  friends  came  to  greet  Ilza  Veith  at  the  Hawaii 
Medical  Library,  and  it  was  an  honor  for  your  editor  to  be  able  to 
meet  this  sensei  of  all  sensei  — a teacher  of  physicians. 

J I Frederick  Reppun  MD 
Editor 


ERRATUM 

A real  gremlin,  this  time!  We  can’t  find  it;  not 
at  the  HMA  where  the  Journal’s  sharp-eyed 
proofreaders  Susanne  and  Jan  thought  it  was  added 
by  ye  editor,  whose  handwriting  they  thought  it  was 
(it  wasn’t!). 

David  Elpem’s  piece  on  Iniki  in  the  October 
issue  ended  with  a poem  by  G.M.  Hopkins  but ... 

The  gremlin  added  to  the  ending  five  lines  from 
P.B.  Shelley’s  “Oxymandius!” 

Mea  culpa. 

The  editor 
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Can  you  get  all  of  these 
discounted  banking  services? 

Personal  Checking  Plan 

Free  checking  for  a year. 

First  200  checks  free. 


TellerPhone®  Home  Banking 
and  Automatic  Bill  Payment 

Use  free  of  charge  for  a year. 

Reduced  Rate  Financing 

We'll  also  waive  the  annual  fee  on  our  Gold  MasterCard®  and  Visa®  for  the  first  year. 

Discounted  Credit  Card  Merchant  Services 

Special  discount  rates  for  credit  card  processing. 

Asset  Management  and  Financial  Planning 

Free  consultation  for  personal  estate  planning. 

20%  fee  reduction  for  the  first  year  on  First  Hawaiian’s 
exclusive  Investment  Monitor  AccounF^ 

And  a second  opinion,  too? 

Your  Own  Personal  Banker 

Your  personal  banker  is  just  a phone  cal  away  to  help  you  make  all  the  right  business  and 
personal  banking  decisions,  and  to  assist  you  with  your  transactions. 


Yes  you  can. 


Now  you  can  enjoy  a special  program  of 
financial  services  created  exclusively  for  the  members 
of  the  Hawaii  Medical  Association  by  First  Hawaiian 
Bank.  You’ll  also  have  the  added  expertise  of  a 
personal  banker  who  will  assist  you 


u a u 


with  all  of  your  banking  needs. 

To  find  out  how  you  can  take  advantage  of 
these  benefits,  simply  call  Mark  Taylor  at  525-8824 
during  normal  business  hours.  Members  on 
the  neighbor  islands,  please  call  collect. 


Brst  Hawaiian  Bank 


. . . a look  back  helps  forward  vision 


Parallels  between  AIDS,  Leprosy  and  Syphilis* ** 

llza  Veith  PhD,  Dr  Med  Sci 


Most  American  tourists  on  their  trips  to  Europe  spend  much 
time  sightseeing  and  visiting  museums,  castles,  and  antique 
churches.  However,  few  of  these  tourists  are  so  observant  as  to 
notice  that  in  many  medieval  churches  the  outside  walls  are  not 
constructed  of  solid  stone,  but  have  built  in  or  incised  at  irregular 
intervals  narrow  slits  at  the  height  of  the  heads  of  children  and 
fairly  short  adults.  The  slits  in  the  church  walls  were  made 
deliberately  in  order  to  give  persons  who  were  not  permitted  to 
enter  the  church  the  opportunity  to  stand  outside  during  the  church 
service  and  thus  to  attend  the  religious  services  from  a distance. 

The  people  who  were  generally  condemned  to  this  uncom- 
fortable participation  in  the  religious  ceremony  were  those  who 
had  been  diagnosed  as  lepers,  because  since  biblical  times  it  had 
always  been  assumed  that  leprosy  was  a highly  contagious  disease 
and  easily  transmitted  from  person  to  person  by  casual  contact  or 
meaningless  proximity.  Hence,  the  mere  presence  of  a person 
diagnosed  as  a leper  in  a church  pew  was  considered  very 
dangerous  to  all  present  at  the  service. 

The  cause  of  this  unfortunate  tradition  was  the  Bible,  namely 
a Book  of  the  Old  Testament.  Best  known  and  most  influential  was 
“Leviticus  XII  and  Xlll,”  which  describe  the  tasks  of  the  Hebrew 
priests  who  were  in  charge  of  inspecting  all  inhabitants  for  the 
possibility  of  being  carriers  of  leprosy.  After  the  examination,  the 
Levites  continued  to  be  in  charge  of  the  inspection  and  treatment 
of  the  lepers  and  of  the  subsequent  disposition  of  those  persons 
who  had  been  diagnosed  as  having  this  illness.  Then  they  became 
Aiissatzige,  as  they  were  designated  in  German,  ie,  persons  set 
apart;  or — according  to  the  Bible — they  were  suffering  from 
Ziira  ’at.  The  precise  meaning  of  the  Hebrew  word  has  never  been 
literally  established.  Hippocrates  is  said  to  have  translated  Zrrra  ’at 
as  leprosy,  or,  rather,  as  scaly,  and,  therefore,  it  also  may  have  been 
psoriasis,  seborrhea  or  pityriasis.  Literally  translated  from  He- 
brew, Zara  ’at  means  a blow  or  a stroke,  and  thus  indicates  how  the 
disease  was  taken  very  seriously. 

The  Levites  had  no  medical  training;  nevertheless,  they  were 
in  charge  of  the  conduct  exhibited  by  the  population  and  filled  the 
role  of  a type  of  “health  police.”  The  frequent  use  of  the  word 
“unclean”  does  not  necessarily  mean  unwashed  as  in  dirty  cloth- 
ing, but  it  did  mean  an  ugly,  discoloration  or  acne-like  skin 
emption,  a rash,  scabs,  and  perhaps  even  also  a strawberry 
birthmark. 

The  story  of  the  leper  squints',  ie,  the  slits  in  the  medieval 
church  walls  which  served  to  keep  the  lepers  out  of  church  and 


* Based  on  a lecture  given  in  Honolulu  on  July  28,  1991,  at  the  Hawaii 
Medical  Library  in  connection  with  The  Queen’s  Medical  Center  and 
the  University  of  Hawaii  John  A.  Bums  School  of  Medicine. 

**  Professor  emerita.  History  of  Health  Sciences  and  Psychiatry, 
University  of  California,  San  Franciscisco. 

Received  for  publication  January  8,  1992 

300 


gave  them  uncomfortable  and  little  access  to  the  religious  services, 
as  is  altogether  the  history  of  leprosy.  It  cannot  help  but  remind  us 
of  the  much  briefer  history  of  AIDS  (Acquired  Immune  Defi- 
ciency Syndrome),  the  existence  of  which  is  of  unknown  duration, 
and  the  virus  of  which  was  first  isolated  in  1 983  by  Luc  Montagnier 
in  the  Pasteur  Institute  in  Paris  and  confirmed  in  1 984  in  the  United 
States  by  Robert  Gallo  and  colleagues  in  the  National  Cancer 
Institute  (there  was  dispute  about  who  really  found  the  virus  first). 
Like  leprosy,  AIDS  leaves  the  patient  particularly  vulnerable  to 
supervening  infections.  The  virus  that  causes  AIDS  is  known  as 
HIV  (Human  Immune  Deficiency  Virus).  This  virus  kills  certain 
cells  in  the  immune  system  and  thus  the  body  of  the  AIDS  patient 
is  left  powerless  to  fight  off  the  infections  that  surround  us  at  all 
times,  and  the  patient  eventually  dies. 

In  many  respects,  the  sudden  appearance  of  AIDS  bears  much 
resemblance  to  that  of  the  onset  of  syphilis  in  the  late  1 5 th  century, 
at  the  time  of  the  return  of  Columbus  from  his  voyages  to  the  New 
World.  It  was  a frightening  event,  an  incredibly  rapid  and  exten- 
sive spread  of  a new  disease  that  inflicted  various  stages  of  one 
illness  upon  the  patient.  It  took  some  time  for  both  patients  and 
doctors  to  realize  that  the  various  forms  of  syphilis  were  actually 
one  and  the  same  disease,  not  too  dissimilar  from  the  understanding 
of  AIDS,  where  the  beginning  often  is  Kaposi’s  Sarcoma.  It  was 
a frightening  symptom  that  had  been  known  to  the  Western  World 
from  observations  in  the  African  and  Haitian  populations  long 
before,  but  the  significance  of  which  had  not  been  recognized.  And 
again,  as  in  AIDS,  where  the  just-named  sarcoma  gradually  gives 
way  to  bronchopneumonia,  a fatal  protozoan  pneumonia  known 
as  Pneumocystis  carinii,  which  eventually  brings  on  death. 

As  in  syphilis,  the  cause  and  mode  of  transmission  of  AIDS 
were  initially  entirely  unknown;  in  syphilis  it  took  many  decades 
until  the  pious  societies  of  Christian  Europe  and  Colonial  North 
America  recognized  and  admitted  the  sexual  transmission  of  this 
new  disease,  which  was  considered  sinful  by  many.  There  were  a 
number  of  physicians  who  were  reluctant  to  treat  syphilis  patients. 

Oddly  enough,  AIDS,  which  has  the  same  mode  of  transmis- 
sion as  syphilis,  gradually  acquired  a new  and  different  name. 
With  the  disappearance  of  the  word  “venery”  from  traditional 
daily  language,  all  diseases  transmitted  through  sexual  inter- 
course, such  as  AIDS,  the  various  forms  of  Herpes  simplex,  and 
Herpes  of  the  external  genitalia,  are  now  described  as  “venereal” 
diseases,  and  more  delicately  as  “sexually  transmitted  diseases.” 
While  this  is  generally  applied  to  AIDS,  other  modes  of  its 
transmission  have  also  been  recognized.  Blood  transfusion  was 
recognized  early  as  a probable  cause  of  AIDS,  for  which  reason 
hemophiliacs  who  are  in  frequent  need  of  transfused  blood  were 
in  constant  danger  of  infection  with  AIDS  through  the  injection  of 

(Continued  on  page  302)  >■ 
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NUCLEAR  MEDICINE  TEACHING  FILE 

Technetium  HMPAO  SPECT  Brain  Imaging 

Tc-HMPAO  crosses  the  intact  blood-brain  barrier  and  is  incorporated  into  metabolically  active  brain  cells  in 
proportion  to  blood  flow.  Brain  imaging  with  Tc-HMPAO  can  demonstrate  cerebral  infarction  immediately  after  the 

acute  event,  well  before  CT  changes  are  evident. 


1.  CT  study  in  this  71  year  old  female 
shows  a small  infarct  of  indeterminate 
age  in  the  left  parietal  lobe. 


2.  HMPAOP 

O scan  on  the  same  day  shows  a large 
right  middle  cerebral  artery  infarct  (large 
arrow)  in  addition  to  the  left  parietal  lobe 
infarct  small  arrow). 


3.  Transaxial  view  showing  an  infarct  of 
the  right  frontal  lobe  and  right  basal 
ganglia  in  this  70  year  old  female  with  left 
sided  weakness  and  confusion. 


4.  Coronal  view  in  the  same  patient. 


Nuclear  Medicine  — Non-invasive,  physiologic  imaging 


PACIFIC  RADIOPHARMACY,  LTD. 

A JOINT  VENTURE  OF 

QUEEN’S  MEDICAL  CENTER,  KUAKINI,  SAINT  FRANCIS, 
STRAUB  AND  THE  HONOLULU  MEDICAL  GROUP. 


PARALLELS  BETWEEN  AIDS,  LEPROSY  AND  SYPHILLIS  (Continued  from  page  300) 


this  blood,  unless  it  was  thoroughly  checked  for  HIV  as  it  is  now. 

Just  as  lepers  became  Aussatzige  (persons  set  apart  from  the 
human  community),  so  AIDS  patients  have  often  been  excluded 
from  normal  activities  and  gatherings  of  healthy  people.  Thus,  a 
few  children — hemophiliacs  particularly — who  had  contracted 
AIDS  through  blood  transfusions,  have  been  excluded  from 
school  attendance. 

More  frequent  is  the  acquisition  of  AIDS  by  drug  addicts  who 
use  soiled  needles  and  syringes  that  carry  the  AIDS  virus;  they 
unknowingly  inject  the  dread  disease  into  themselves.  Whereas 
the  sexual  transmission  of  AIDS  was  originally  associated  with 
homosexuality  only,  and  because  of  this  sexual  deviation,  the 
patients  chose  to  live  apart  from  society;  the  other  patient  group 
who  had  acquired  this  disease  through  their  drug  addiction  was 
equally  set  apart  from  law-abiding  society. 

Just  as  nowadays  no  easily  accessible  cure  for  AIDS  has  as  yet 
been  discovered,  so  neither  leprosy  nor  syphilis  could  be  treated 
and  cured  until  the  20th  century  when  chemotherapy  and  antibi- 
otics became  available. 

In  the  medical  approach  to  and  treatment  of  the  patient 
suffering  from  the  diseases  mentioned  in  this  essay,  there  is  yet  one 
other  important  similarity:  such  patients  who  were  suffering  from 
diseases  they  had  inflicted  upon  themselves  in  a presumably  sinful 
or  careless  manner  were  frequently  very  far  from  welcomed,  if  not 
rejected,  by  the  medical  profession. 

Perhaps  the  most  explicit  but  tentative  rejection  of  syphilitic 
patients  can  be  found  in  the  earliest  American  medical  book  ever 
published,  known  as  The  Angel  of  Bethesda-.  It  was  written  by 
Cotton  Mather  (1663-1728),  who  became  infamous  through  his 
participation  in  the  witch  trials  in  Salem,  Massachussetts  but 
whom  Dr.  Richard  Shryoch  described  as  the  “first  significant 
figure  in  American  medicine.”  Mather  was  primarily  a clergyman, 
but  he  also  had  read  the  entire  available  medical  literature  of  that 
time,  so  that  he  was  fully  conversant  with  the  practice  of  medicine. 
In  fact,  far  in  advance  of  his  time,  Mather  was  deeply  interested  in 
the  subject  of  preventive  medicine  and  participated  in  a broadly 
conceived  project  of  introducing  inoculation  against  smallpox  in 
the  Boston  area. 

He  was  even  aware  of  the  nutritional  causes  of  various 
diseases,  thus  he  engaged  in  a rational  discussion  on  the  cause  of 
scurvy.  Mather  strongly  advised  against  a diet  largely  consisting 
of  salt  meats,  as  had  been  customary  on  long  sea  voyages.  He  also 
advised  the  generous  use  of  citrus  fruits  and  juices.  In  doing  the 
latter,  he  demonstrated  his  familiarity  with  the  use  by  the  British 
Navy  begun  sometime  earlier  to  provide  citrus  fruits  for  sailors 
who  were  consequently  known  as  “limeys”  to  prevent  scurvy. 

But,  to  return  to  Cotton  Mather’s  writings  on  syphilis,  he  was 
fully  aware  of  its  mode  of  transmission,  thoroughly  critical  of  it, 
and  quite  uncertain  whether  it  was  proper  for  him,  a clergyman,  to 
accept  syphilitic  patients  in  his  practice.  The  following  are  his 
words  on  syphilis  as  quoted  from  The  Angel  of  Bethesda: 

“As  for  my  remedies  unto  this  foul  disease — you  are  so 
offensive  to  me.  I’ll  do  nothing  for  you,  you  shall  pay  for  your 
cure.” 

This  payment  for  the  cure  did  not  mean  that  the  patient  had  to 
pay  money,  although  that  may  have  been  the  case  also,  but  that  the 
patient  was  to  undergo  a most  unpleasant  treatment  by  being  sent 
to  a surgeon.  Mather  referred  here  in  all  probability  to  the  mercury 
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treatment  which  had  come  to  European  and  to  American  medicine 
from  the  Arabian  pharmacy,  where  it  was  used  for  the  treatment 
of  all  skin  eruptions  and  rashes,  thus  also  at  times  for  syphilitic  skin 
eruptions.  The  side  effects  of  mercury  were  unpleasant,  inasmuch 
as  they  lead  to  super-abundant  salivation  and  the  loosening  and 
loss  of  teeth.  Mather  addressed  himself  to  the  patient: 

“Gett  ye  gone  to  the  Chirurgeon!”  [who  was  to  give  him  a 
medicine  which]  “will  keep  you  in  torment  for  3 days  and,  when 
made  a thorough  cure — then  sin  no  more!  Don’t  return  to  Eolly 
anymore.  If  you  do  ...  I have  no  more  to  say  to  you.” 

Even  though  the  treatment  of  syphilis  did  not  involve  the  use 
of  surgical  instruments,  it  is  interesting  the  custom  arose  that 
prescribed  such  patients  be  treated  by  surgeons  and  not  by  general 
practitioners  or  internists. 

Although  it  was  generally  known  by  the  medical  profession 
and  the  public  at  large  that  syphilis  was  a sexually  transmitted 
disease,  it  did  not  seem  to  occur  to  anyone  that  simple  casual 
contact  with  a syphilitic  patient  could  convey  a danger  of  conta- 
gion. 

The  biblical  prescriptions  for  the  conduct  and  treatment  of 
lepers,  as  they  were  documented  in  “Leviticus  XIII,”  were  in  force 
with  almost  complete  exactitude  until  the  first  half  of  the  present 
century,  when  medications  to  treat  leprosy  were  discovered. 

By  then  the  fear  of  lepers  had  gradually  abated  because  most 
people  had  become  aware  that  in  reality  the  contagiousness  of 
leprosy  was  not  as  acute  as  had  been  feared  for  centuries;  in  fact 
it  required  protracted  cohabitation  and  intimate  contact  for  it  to  be 
transmitted  from  a patient  to  a healthy  individual. 

So  far  as  AIDS  is  concerned,  patients  with  the  disease  have 
been  feared  and  treated  not  unlike  lepers  in  biblical  antiquity. 
AIDS  has  recently  been  freed  from  exaggerated  fear  since  an 
editorial  in  the  New  England  Journal  of  Medicine  found  its  way  to 
the  following  newspaper  headline,  “AIDS  ‘clearly’  not  spread 
casually.”  This  headline  is  derived  from  the  following  text  in  the 
same  journal:  “Now  that  doctors  have  clear  evidence  AIDS  isn’t 
caught  through  casual  contact,  they  should  play  a more  active  part 
in  ‘quelling  the  hysteria’  over  transmission  of  the  deadly  dis- 
ease...” 

“‘The  picture  is  . . . clear,’  Dr.  Merle  A.  Sande  wrote  in  an 
editorial  in  a recent  issue  of  the  same  journal.  ‘The  AIDS  virus  is 
spread  sexually,  by  the  injection  of  contaminated  blood,  and 
vertically  from  mother  to  fetus.  Other  modes  of  transmission  are 
extremely  rare’.” 

On  the  whole,  contagion  was  a phenomenon  not  feared  much 
in  early  medicine.  Even  Hippocrates  was  not  aware  of  it,  although 
he  described  a clear  case  of  contagion  in  his  book  Epidemics: 

“In  Thasus,  early  in  spring  ...  many  had  swellings  beside  the 
ears,  either  on  one  or  both  sides,  in  most  cases  without  fever,  and 
not  necessitating  confinement  to  bed;  some,  however,  were  a little 
heated.  In  all  cases  these  swellings  subsided  without  giving 
trouble,  and  none  went  on  to  suppuration  as  do  those  from  other 
causes.  In  character  they  were  flabby,  large,  diffuse,  without 
inflammation  or  pain;  in  all  cases  they  disappeared  without  a sign. 
These  conditions  occurred  in  youths,  young  men,  and  adults; 
mostly  in  such  as  took  exercise  in  the  wrestling  schools  and 
gymnasia:  but  they  seldom  attacked  women . Many  had  dry  coughs 
without  expectoration  and  hoarseness  in  speaking.  Not  long  after, 
but  in  some  cases  a considerable  time  later,  painful  inflammation 

(Continued  on  page  304)  >■ 
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occurred  in  one  or  both  testicles;  fever  in  some  cases,  in  others  not. 
The  condition  was  as  a rule  very  troublesome.  In  other  respects 
they  had  no  illnesses  requiring  medical  attention.”^ 

Since  the  word  or  concept  of  contagion  had  not  come  into 
existence  in  the  days  of  Hippocrates,  the  significance  of  the 
distribution  of  the  disease  he  was  describing  eluded  him.  The 
disease  (mumps)  occurred  in  youths,  young  men,  and  adults, 
mostly  in  those  who  took  exercise  in  the  wrestling  schools  and 
gymnasia.  However,  the  disease  seldom  attacked  women 

In  later  years  when  the  concept  of  contagion  was  generally 
accepted,  any  physician’s  attention  would  have  been  arrested  by 
the  fact  that  the  unnamed  disease  befell  only  male  patients  and 
rarely  any  women.  Those  youths  and  young  men  who  visited 
wrestling  schools  and  gymnasia  performed  their  exercises  in 
considerable  physical  intimacy,  which  facilitated  the  transmission 
of  the  disease.  Women  were  not  admitted  to  these  institutions; 
therefore,  they  were  not  exposed  to  the  mumps  epidemic  and 
rarely  contracted  the  disease. 

Awareness  of  contagion  as  such  arose  in  the  14th  century  in 
connection  with  the  various  waves  of  plague  that  appeared  in  2 
forms:  bubonic  and  pulmonary.  Because  of  the  appearance  of 
numerous  subcutaneous  hemorrhages  or  petechiae,  which  made 
the  patient  appear  dark-skinned,  the  plague  soon  became  known 
as  the  Black  Death.  Since  the  various  outbreaks  of  this  fearful 
disease  generally  coincided  with  the  arrival  of  ships  from  the  East, 
most  frequently  the  Levant  (East  Mediterranean),  some  extremely 
observant  and  innovative  persons  introduced  a mandatory  waiting 
period  of  30  or  40  days  before  the  newly  arrived  ships  could  unload 
their  freight  or  the  passengers  be  allowed  to  go  on  land.  This 
waiting  period,  best  known  as  trentina,  for  the  original  30-day 
waiting  period,  was  found  to  be  insufficient.  It  was  first  established 
in  Ragusa,  now  known  as  Dubrovnik  in  Croatia  in  southwest 
Yugoslavia  on  the  Adriatic  Sea. 

The  first  truly  modem  biological  concepts  of  contagion 
entered  medical  thinking  only  with  the  earliest  graphic  statement 
on  its  existence.  This  came  into  being  amazingly  late,  if  we 
consider  the  clear  disease  pictures  of  the  earlier  days.  After  all, 
Hippocrates’  description  of  mumps  contained  a clear  picture  of  a 
contagious  disease.  The  first  scientific  statement  of  contagion  was 
pronounced  by  Girolino  Eracastoro  ( 1478-1553)\  a true  Renais- 
sance personality  who  was  at  the  same  time  a physician,  a poet,  a 
physicist,  an  astronomer  and  a pathologist.  He  is  best  known  for 
his  medical  poem  on  syphilis,  “Syphilis  sive  morbus  gallicus” 
(Verona,  1530).  In  this  poem  he  coined  the  name  of  the  disease 
after  the  legendary  shepherd  Syphilus  and  stressed  its  venereal 
cause.  More  important,  however,  is  his  treatise  on  contagion 
published  in  1 546.  Here  is  the  first  unqualified  statement  concerning 
the  existence  of  microorganisms  (seminaria  contagionian),  ca- 
pable of  reproduction  in  appropriate  media.  To  be  sure,  Eracastoro 
did  not  think  of  these  imperceptible  particles,  whose  existence  he 
divined  but  could  not  prove,  as  living  organisms  ( contagia  animata); 
but  we  must  consider  that  his  work  was  done  as  early  as  1530  and 
without  the  help  of  a microscope.  In  fact,  this  was  centuries  before 
the  instmment  was  invented.  When  we  consider  that  Eracastoro 
worked  solely  on  the  basis  of  logical  deduction,  we  must  read  in 
awed  admiration  his  definition  of  contagion: 

“If  we  allow  ourselves  to  sketch  a sort  of  tentative  definition 
of  contagion,  we  shall  define  it  as:  A certain  precisely  similar 
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coiTuption  which  develops  in  the  substance  of  a combination, 
passes  from  one  thing  to  another,  and  is  originally  caused  by 
infection  of  the  imperceptible  particle.” 

With  the  appearance  of  the  concept  of  contagion  in  the 
writings  of  medicine,  definite  parallels  can  be  observed  in  the  3 
diseases:  AIDS,  leprosy  and  syphilis,  with  the  one  difference  that 
there  are  different  modes  and  degrees  of  severity  of  contagious- 
ness. Keeping  sufferers  of  this  or  that  disease  from  attending 
church  by  having  them  remain  outside  and  follow  the  religious 
ceremonies  through  narrow  slits  in  the  wall  of  the  church  is 
evidently  an  unnecessary  or,  as  Dr.  Hande  stated  in  the  New  En- 
gland Journal  of  Medicine,  “An  hysterical  reaction  of  exaggerated 
fear.” 
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Gestational  Diabetes  in  a Rural  Setting 

Joseph  W Humphry  MD* 

Jan  Kadohiro  MPH  CDE** 

Christina  Olinghouse  MPH"^ 

A S Hartwell  MD 


Women  who  are  already  diabetic  and  become  pregnant,  as 
well  as  women  who  develop  gestational  diabetes,  have  increased 
risks  of  complications  to  both  fetus  and  mother.  These  risks  in 
gestational  diabetes  mellitus  { GDM)  can  be  reduced  to  near  that 
of  a non-diabetic  mother  by  normalizing  the  blood  sugar.  The 
current  recommended  standards  are  reviewed.  Utilizing  a team 
approach,  care  was  provided  to  patients  with  GDM  in  a rural 
primary  care  setting  in  order  to  attempt  to  nonnalize  the  blood 
sugar  to  the  recommended  level.  Review  of  the  outcomes  of  these 
pregnancies  supports  the  conclusion  that  acceptable  care  for 
patients  with  GDM  can  be  provided  away  from  the  tertiary  care 
centers  and  in  the  primary  care  setting. 

Understanding  the  pathophysiology  of  diabetes  in  pregnancy 
has  influenced  the  therapeutic  intervention,  especially  in  regard  to 
blood  glucose  control.  This  paper  reviews  current  recommenda- 
tions regarding  the  treatment  of  these  patients  and  the  application 
of  these  standards  to  our  patient  population.  Our  data  support  the 
contention  that  acceptable  outcome  of  pregnancy  in  diabetes  can 
be  obtained  in  settings  other  than  tertiary  care  health  centers. 

Maternal  hormonal  changes  during  the  second  and  third 
trimester  cause  insulin  resistance,  glucose  intolerance,  and  gesta- 
tional diabetes  in  approximately  3%  of  all  pregnancies'.  The  later 
months  of  a normal  pregnancy  are  associated  with  a lowering  of 
the  fasting  blood  sugar.  The  fetus,  exposed  transplacentally  to 
elevated  blood  sugar  levels,  but  lacking  maternal  insulin  which 
does  not  cross  the  placenta,  produces  increased  insulin  which 
accounts  for  some  of  the  changes  in  fetal  development  seen  in 
gestational  diabetes  and  pregnant  diabetic  patients-^  ^ Even  mild 
elevations  in  maternal  sugar  appear  to  have  significant  influence 
on  fetal  growth. 

Fetal  survival  rates  of  less  than  50%  were  recorded  in 
pregnant  patients  with  Type  1 diabetes  in  the  1930s  before  the 
introduction  of  insulin  therapy''  ■*.  After  the  introduction  of  insulin 
therapy,  improved  care  increased  fetal  survival  to  over  95%  and 
markedly  reduced  complications  of  pregnancy. 

The  risk  posed  by  diabetes  to  the  outcome  of  pregnancy  is 
further  delineated  in  subsets  based  on  the  duration  of  the  diabetes 
and  secondary  complications  (retinopathy,  nephropathy, 
neuropathy  and  cardiovascular  disease)  by  the  White  Classifica- 
tion^. In  the  first  trimester,  women  with  diabetes  have  a signifi- 
cantly increased  risk  for  spontaneous  abortions®'^  and  a 3-fold  in- 
crease in  the  incidence  of  major  congenital  anomalies.  These 
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women  also  experience  a more  rapid  progression  of  secondary 
complications  of  diabetes. 

There  is  a lower  incidence  of  the  later  complications  of 
pregnancy  in  GDM  patients  than  in  patients  established  with 
diabetes.  Complications  include  a high  incidence  of  in-utero 
death,  prematurity,  delayed  lung  maturation,  macrosomia  and 
associated  birth  trauma,  neonatal  hypoglycemia  (30%  to  50%), 
hypocalcemia  (50%)  and  hyperbilirubemia'.  Preliminary,  long- 
term outcome  studies  indicate  the  offspring  of  mothers  with 
diabetes  frequently  have  major  problems  with  obesity  during 
adolescence  and  a marked  increase  in  the  likelihood  of  developing 
diabetes. 

Women  with  gestational  diabetes  have  a 25%  to  60%  risk  of 
eventually  developing  overt  diabetes*'^  '®  ". 

As  reported  by  a number  of  investigators"  '-^,  prompt  identi- 
fication of  gestational  diabetes  and  appropriate  intervention  in 
order  to  normalize  the  blood  sugar  to  that  of  the  non-diabetic 
population  reduces  the  maternal  and  fetal  complication  rate  to  near 
normal.  In  patients  with  known  diabetes  who  are  of  childbearing 
age,  prepregnancy  counseling  and  diabetic  control  reduces  the  rate 
of  spontaneous  abortions  and  congenital  abnormalities®-^  ‘f 

Screening  for  gestational  diabetes  should  be  done  for  all 
pregnant  women  between  the  24th  and  28th  week;  earlier  screen- 
ing should  be  done  in  the  case  of  patients  who  have  increased  risk 
factors  such  as  previous  gestational  diabetes,  previous  birth  of  a 
large  baby,  strong  family  history  of  diabetes,  obesity  and  advanced 
maternal  age'-'^.  A definitive  diagnosis  is  established  by  a 3-hour 
glucose  tolerance  test.  The  diagnosis  is  based  on  laboratory 
values;  symptoms  are  rare  unless  marked  glucose  intolerance  is 
present. 

Maternal  glucose  control  in  both  the  gestational  diabetic  and 
the  pregnant  diabetic  patient  should  parallel  that  of  a normal 
pregnancy,  with  fasting  glucose  values  maintained  between  60  to 
90  mg%  and  2-hour  post-prandial  glucose  below  120  mg%. 
Normal  weight  gain  should  be  stressed.  Most  patients  with  GDM 
require  strict  dietary  compliance,  but  those  who  fail  to  do  so  need 
prompt  treatment  with  insulin.  Oral  hypoglycemic  medication  is 
not  recommended  in  pregnancy  because  the  fetal  response  to 
maternal  hyperglycemia  is  to  increase  its  own  insulin  production. 
Glycosylated  hemoglobin  levels  reflect  tight  control,  with  levels 
above  the  mid-range  of  normal  being  unacceptable'". 

Such  standards  are  clearly  met  in  research  centers  and  large 
medical  centers  with  selected  populations.  Many  patients  do  not 
have  access  to  these  large,  specialized  centers.  We  have  adopted 
these  guidelines  within  our  practice  and  had  opportunity  to  do  a 
retrospective  review  of  our  experience  over  an  1 8-month  period. 
The  successful  outcome  supports  the  value  of  continuing  care  in 
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GESTATIONAL  DIABETES  IN  A RURAL  SETTING  (Continued  from  page  306) 


a primary  care  setting  for  these  high-risk  patients  and  provides 
guidelines  for  further  improvement  in  medical  care. 

Methodology 

The  W aianae  Coast  Comprehensive  Health  Center  ( WCCHC ) 
is  a community  health  center  serving  a rural  Oahu  population  of 
approximately  43,000  people.  There  were  an  estimated  400  deliv- 
eries a year  managed  through  the  WCCHC  during  the  study 
period;  however,  not  all  patients  received  prenatal  care.  The 
physician  group  at  the  Center  is  multispecialty  with  primary  care, 
specifically  prenatal  care,  provided  by  family  practitioners  and/or 
nurse  practitioners  in  conjunction  with  a Honolulu-based  obstet- 
rical group  at  a tertiary  facility — the  Kapiolani  Medical  Center  for 
Women  & Children  (KMCWC). 

All  patients  coming  in  for  routine  prenatal  care  are  screened 
for  diabetes  at  the  24th  and  28th  week  of  pregnancy  by  a venous 
glucose  determination  1-hour  after  ingestion  of  a 50  gm  glucose 
drink.  High-risk  patients  (obesity,  personal  or  family  history  of 
diabetes,  a history  of  macrosomia,  stillbirth,  or  congenital  anoma- 
lies) are  routinely  screened  earlier  than  24  weeks.  Those  patients 
who  test  abnomial  on  screening  for  glucose  intolerance  undergo 
a standard  3-hour  glucose  tolerance  test  using  a 100  gm  oral 
glucose  load  to  make  a definitive  diagnosis. 

Patients  with  prior  diabetes  who  have  become  pregnant  and 
those  who  have  gestational  diabetes  are  referred  to  a general 
internist  at  the  Center  for  medical  management  and  to  the  Center’s 
Nutrition  Department  for  individualized  diet  counseling.  Much  of 
the  education  and  coordination  of  care  is  provided  by  one  office 
nurse  who  works  with  the  internist. 

In  the  current  study,  charts  of  all  1 7 patients  with  pregestational 
and  gestational  diabetes  over  an  1 8-month  period  (January  1989 
to  June  1 990 ) were  reviewed  by  an  objective  outsider.  The  analysis 
was  limited  to  1 2 patients  who  had  complete  records. 

Results 

Out  of  17  patients,  16  had  live  births  recorded.  Lour  cases 


Table  1 : Patients  with  Gestational  Diabetes 


Age 

Reported 
Pregravid 
Weight  (lbs) 

Delivery 

Weight 

(lbs) 

Gestational 

Age 

(in  Weeks) 

Birth 
Weight 
(in  Grams) 

1 

33 

185 

219 

40 

3881 

2 

37 

259 

286 

40 

4275 

3 

34 

190 

201 

40 

4022 

4 

24 

129 

161 

38 

4163 

5 

30 

156 

156 

37 

2600 

6 

28 

246 

272 

40 

4303 

7 

31 

250 

261 

40 

3347 

8 

32 

110 

154 

40 

3572 

9 

35 

148 

143 

38 

3966 

10 

22 

180 

203 

37 

2788 

11 

22 

151 

248 

40 

4359 

12 

32 

150 

161 

41 

3234 

Mean 

Average 

30 

180 

205 

39.25 

3709 

were  excluded  because  of  inadeqate  information  in  the  charts;  2 of 
these  were  excluded  because  of  very  limited  information  regard- 
ing delivery;  one  had  only  a single,  late,  third  trimester  prenatal 
visit  prior  to  delivery,  and  the  other  changed  providers  due  to  a 
change  in  insurance  plans.  The  following  results  are  based  on  the 
1 2 patients  with  GDM  who  had  complete  information  in  the  chart 
(Table  1).  All  patients  delivered  at  term  with  a mean  gestational 
age  of  39.25  weeks.  None  of  the  infants  was  heavier  than  4500  gm 
but  there  were  5 who  weighed  between  4000  gm  and  4500  gms. 
The  average  weight  of  the  1 2 infants  was  3709  gm  ( 8 lbs  3 oz).  The 
average  maternity  weight  gain  during  pregnancy  was  27  lbs  with 
a range  from  9 lbs  to  97  Ibs.The  pregravid  weight  was  self-reported 
and  not  verified  by  an  actual  measurement.  The  mean  weight  of  the 
mothers  at  delivery  was  205  lbs. 

Seven  of  the  12  deliveries  were  by  C-section.  Two  of  the  C- 
sections  were  due  to  suspected  macrosomia  one  of  which  was 
precipitated  by  evidence  of  fetal  distress  during  early  labor;  the 
other  was  done  electively.  One  C-section  was  due  to  suspected 
chorioamnionitis  and  the  other  4 were  repeat  C-sections. 

Ten  women  were  multiparous,  accounting  for  28  previous 
pregnancies,  20  live  births,  6 abortions  and  2 cases  of  fetal  demise. 
One  of  these  was  stillborn  with  congenital  abnormalities  and  the 
other  was  one  twin  bom  very  prematurely. 

Lour  out  of  1 2 women  smoked  cigarettes  and  1 1 used  alcohol 
at  the  time  of  the  initial  prenatal  interview.  Two  patients  continued 
to  smoke  up  to  the  time  of  delivery.  The  average  maternal  age  was 
30  years  with  8 of  the  12  over  30  years  of  age. 

Live  patients  required  insulin  to  obtain  desired  blood  glucose 
control,  whereas  the  rest  were  controlled  by  diet.  One  patient  was 
admitted  to  hospital  for  control  of  diabetes  and  subsequently 
developed  premature  contractions  requiring  a 28-day  stay.  Three 
other  patients  accounted  for  4 pre-term  admissions  for  premature 
contractions  of  1 to  2 days  each.  One  woman  had  severe  idiopathic 
thrombocytopenic  purpura  in  the  first  trimester  requiring  contin- 
ued steroid  treatment  throughout  the  rest  of  the  pregnancy;  this 
undoubtedly  weakened  her  glucose  intolerance. 

None  of  the  patients  had  significant  postpartum  problems 
requiring  extended  hospitalization.  All  1 2 offspring  left  the  hospi- 
tal with  their  mothers.  Mild  hypoglycemia  corrected  by  appropri- 
ate feeding  was  noted  in  2 infants.  There  was  a transient  mild  drop 
in  the  platelet  count  in  the  infant  of  the  patient  with  ITP.  There  were 
no  other  problems  noted  in  the  hospital  course  of  the  infants.  All 
1 2 had  5 minute  apgar  scores  of  9. 

Discussion 

Our  study,  while  very  limited  in  scope,  does  demonstrate  the 
safety  of  predominantly  community-based  care  for  these  high-risk 
patients.  The  results  indicate  that  patients  with  GDM  followed  at 
the  WCCHC  carry  to  term  and  deliver  healthy  babies.  Live  infants 
were  over 4000  gm  and  would  be  considered  macrosomic.  Four  of 
the  macrosomic  infants  were  delivered  by  C-section,  2 because  of 
a previous  C-section  and  2 due  to  suspected  macrosomia.  There 
were  no  infants  heavier  than  4500  gm,  which  is  considered  by 
some  to  indicate  macrosomia-. 

Of  the  22  preceding  pregnancies  in  the  study  population 
which  carried  beyond  30  weeks,  2 (9%)  ended  in  stillbirth.  This 
population,  as  a group,  had  multiple  risk  factors  in  addition  to 
diabetes.  Obesity  was  present  in  a majority  of  the  patients  with  an 
average  delivery  weight  of  205  lbs.  Eight  out  of  12  were  over  30 
years  old,  which  is  considerably  older  than  our  average  obstetric 
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patient.  Nine  of  the  16  patient.s  were  Hawaiian  or  part  Hawaiian, 
retlecti\e  of  the  ethnicity  of  the  Waianae  Coast  population. 
Smoking  and  the  use  of  alcohol  w ere  inherent  habits  in  several  of 
the  patients  at  the  time  of  the  initial  prenatal  visit.  Counseling 
about  smoking  in  tenns  of  the  increased  risk  to  the  pregnancy 
resulted  in  compliance  with  the  health-education  message  in  3 out 
of  4.  One  patient  had  ITP  v\  ith  a fall  in  the  platelet  count  to  1000 
shortly  after  presenting  with  petechiae  in  her  first  trimester,  as 
aforementioned. 

The  earlier  practice  of  delivering  diabetic  patients  prior  to 
term  in  order  to  avoid  fetal  demise  has  been  replaced  over  the  past 
decade  by  close  monitoring  of  these  women  in  the  third  trimester'^. 
C-section  is  required  at  the  first  sign  of  any  fetal  distress.  The  58% 
(7  of  1 2)  C-section  rate  in  our  study  population  is  clearly  much  higher 
than  that  for  a nomial  population.  However,  furtheranalysis  shows  that 
4 were  rep)eat  C-sections  and  one  was  an  emergency  section. 

Effective  care  of  patients  with  diabetes  and  pregnancy  takes 
time  and  teamwork.  In  our  rural  setting,  a limited  number  of 
providers  are  involved  in  the  patient’ s care.  No  written  protocol  or 
formal  program  is  developed  specifically  for  these  women.  A 
coordinated  effort  and  a common  understanding  of  the  standards 
of  care,  as  well  as  individual  care  plans  was  achieved  by  the  Health 
Center  team.  The  cornerstone  of  the  care  plan  is  timely  nutritional 
intervention  and  the  availability  of  providers  for  teaching  and 
medication  adjustment.  Patients  requiring  insulin  are  seen  by  the 
nurse  daily  until  home  glucose  monitoring  and  insulin  administra- 
tion are  learned.  Daily  or  twice  daily  phone  contact  with  the 
internists  allows  for  rapid  control  of  the  diabetes  without  hospital- 
ization. Insulin  needs  are  dynamic  during  the  pregnancy,  often 
requiring  frequent  adjustments,  which  is  usually  accomplished  by 
phone.  Pre-term  monitoring  of  the  pregnancy  is  done  through 
outpatient  service  at  the  KMCWC. 

Even  though  patient  care  at  the  WCCHC  is  entirely  managed 
by  primary  care  providers,  significant  support  through  informal 
education  and  direction  is  being  provided  by  specialists  at  KMCWC 
and  an  endocrinologist  interested  in  gestational  diabetes.  The 
support  of  these  specialists  has  been  valuable  in  the  care  of  these 
patients. 

As  in  any  practice  setting,  the  chart  review  process  reveals 
problems  with  certain  patients  where  management  could  have 
been  improved.  Dietary  compliance  is  a concern  in  the  case  of 
many  patients.  Frequent  physician  contact  is  required  for  insulin 
adjustment.  Accurate  and  complete  charting  is  mandatory.  Inter- 
departmental communication  problems  need  to  be  resolved. 

A number  of  patients  from  the  Waianae  area  receive  little  or 
no  prenatal  care  and  are  missed  in  the  screening  for  gestational 
diabetes  as  a consequence. 

Finally,  there  is  considerable  interest  being  focused  on  the 
incidence  of  gestational  diabetes  in  the  Waianae  population  and  in 
other  predominantly  Hawaiian  populations.  The  incidence  can  be 
accurately  calculated  only  if  one  knows  for  certain  that  all  patients 
are  screened;  this  was  not  possible  in  the  present  study.  It  is  our 
impression  that  the  incidence  of  gestational  diabetes  is  not  much 
higher  than  the  approximately  3%  national  average. 

Conclusion 

Our  results  support  the  conclusion  that  pregnant  patients  with 
GDM  can  be  managed  in  a primary  care  setting.  To  provide  the 
best  chance  for  a healthy  infant  to  be  delivered,  very  tight  control 
must  be  maintained  throughout  the  pregnancy.  The  care  of  diabe- 
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tes,  both  pregestational  and  gestational,  requires  considerable 
time  and  effort  to  provide  effective  patient  education,  to  monitor, 
to  adjust  treatment  throughout  the  pregnancy  and  to  obtain  good 
patient  compliance. 

The  study  has  relevance  in  the  whole  State  of  Hawaii  where 
tertiary  obstetric  care  is  centered  only  in  Honolulu,  distant  from 
rural  Oahu  and  from  the  Neighbor  Islands.  The  tertiary-care 
specialist  is  an  essential  member  of  the  health  care  team  in 
providing  informal  consultations  and  education  for  the  primary 
care  providers  as  well  as  the  management  of  the  occasional  patient 
who  will  have  complex  obstetric  problems. 

Care  of  the  mother  and  infant  does  not  stop  with  a normal  or 
successful  delivery.  Because  of  the  increased  risk  for  develop- 
ment of  overt  diabetes,  women  with  gestational  diabetes  who  are 
overweight  should  receive  counseling  in  weight  control.  Both 
mother  and  offspring  should  be  screened  for  diabetes  when  there 
are  any  suggestive  symptoms. 
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Honored,  elected  and  appointed 
Our  congratulations  to  the  newly  in- 
stalled HMA  officers:  president  Jeanette 
Chang;  president-elect  Andrew  Don;  sec- 
retary John  Spangler  and  treasurer  Fred 
Holschuh.  And  our  gratitude  to  past  presi- 
dent Stephen  Wallach  for  a difficult  job 
well  done  . . . 

At  Kuakini  Medical  Center,  Melvyn 
Kaneshiro  was  reelected  chief  of  staff, 
Maxwell  Urata  was  reelected  to  assistant 
chief  of  staff,  and  Mark  Kuge  secretary. 
TakujiHayashi  was  honored  posthumously 
as  Physician  of  the  Year. 

Mark  Chun  was  installed  chair  of  the 
Nuuanu  YMCA  for  1992-93;  Richard 
Kelley  is  vice  chair  of  the  Hawaii  Business 
Round  Table. 

Life  in  these  parts 

Retired  Honolulu  surgeon  Paul 
Gebauer  claims  he  has  discovered  a cure 


for  the  common  cold  ...  or  at  least  a way 
to  mitigate  its  symptoms.  “The  key  to 
stopping  a cold  is  to  kill  off  the  unfriendly 
viruses  before  the  inflammation  sets  in..  .At 
the  first  sign  of  a cold,  dissolve  half  a 
teaspoon  of  iodized  table  salt  in  a glass  of 
5 ounces  of  water.  Then  stick  your  nose 
into  the  solution  and  inhale  briskly,  sniff- 
ing a small  mouthful  of  saltwater  into  your 
throat,  and  then  spitting  it  out.  Keep  sniff- 
ing and  spitting  until  your  nostrils  feel 
clear.  You  can  repeat  the  whole  treatment 
three  to  four  hours  later  . . . The  ancient 
Hawaiians  prescribed  an  ocean  dip  for 
colds.  This  is  much  the  same  thing.  There’ s 
no  need  to  suffer  with  a cold.”  Honolulu 
Magazine  Sep  ‘92. 

Personal  glimpses 

The  Tattoo  Remover 

“She  had  a bandage  on  her  arm  for  22 
years.  Her  husband  never  saw  what  was 
underneath.  ‘Afomierlover’sname,’  says 
demiatologist  Nomi  Goldstein  (who  later 
removed  the  patient’s  tattoo).  (Gleaned 
from  Private  Club  Jan/Feb  ‘92) 

“Norm,  a clinical  demiatologist,  is  a 
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member  of  the  Plaza  Club  in  Honolulu.. .For 
the  past  28  years  he  has  written  books  and 
articles  on  tattoos,  amassed  the  largest 
collection  of  slides  and  literature  in  the 
world,  and  his  research  has  led  to  reforms 
within  the  tattoo  industry.” 

Miscellany 

(Contributed  by  our  favorite  Editor, 
J.I.F.  Reppun  who  gleaned  the  following 
from  “Kukui  O Pohai  Nani”  Sep  ‘92) 

“A  man,  writing  his  family  history, 
discovered  that  his  great  great  great  grand- 
father had  died  in  the  electric  chair.  Un- 
daunted, he  wrote:  ‘Our  great  great  great 
grandfather,  Willis,  occupied  the  Chair  of 
Electricity  in  a State  Institution.’” 

Written  examples  of  children’s  in- 
sight into  the  Bible  have  a charm  all  their 
own.  Here  are  some  favorites: 

• Holy  acrimony  is  another  name  for 
marriage. 

• Christians  can  have  only  one  wife. 
This  is  called  monotony. 

Professional  moves 

August:  Urologist  Robert  Carlisle 
associated  with  John  Edwards  Jr  of  Urol- 
ogy Clinic  Inc;  gastroenterologist  Darrell 
Lee  opened  at  Pali  Momi  Medical  Office 
Bldg  Ste  40;  OB  Gyn  Raydeen  Busse 
joined  William  Pong  at  Kapiolani  Medical 
Center  POB  Ste  990;  internist  Malcolm 
Haruno  joined  George  Druger  at  Queens 
POB  II  Ste  704;  and  Neurology  Associ- 
ates, at  321  N Kuakini  announced  the 
retirement  of  Michael  Okihiro  and  the 
association  of  David  Kaku  with  Melvin 
Yee. 


September:  Internist  David  Saito  re- 
located to  Pali  Momi  Medical  Office  Bldg 
Ste  350;  orthopod  Stephen  Naruto  relo- 
cated to  Aiea  Medical  Bldg;  OB  Gyn  Jane 
Service  and  Barbara  Kitashima  relocated 
to  Kapiolani  Medical  Center  POB  Ste  5 1 0; 
and  nephrologist  David  Ono  associated 
with  Richard  Shim  and  Aaron  Nada  who 
have  offices  at  Professional  Plaza  of  the 
Pacific,  Pali  Momi  Medical  Center  and 
Kailua  Professional  Bldg. 

October:  Internist  Timothy  Ahu 
opened  at  Pali  Momi  Medical  Office  Bldg 
Ste  570;  and  anesthesiologists  Michael 
Hee  and  Stanton  Lum  joined  the 
Physician’s  Anesthesia  Service  Inc  at 
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Kiiakini  Medical  Plaza  Ste  306  which 
includes  Edwin  Ichiriu,  Gilbert  Kurenaga. 
Neil  Manage  and  Reid  Manage. 

Quotables 

Re  Kenishiki,  eur  550  peund  sume 
wrestler . . . 

“Watching  him  is  semething  like  see- 
ing an  elephant  in  diapers  deing  a pelka . . 

Many  Japanese  are  herrified  that  a 
fereigner  has  become  the  “No  1 belly 
bopper  in  their  ancient  sport.”  Mike  Royko 
in  his  “Windy  City”  column,  carried  in  the 
Advertiser." 

Robert  McAfee  jokes  . . . 

“I  was  one  of  nine  children ...  I didn’t 
sleep  alone  until  I got  married.” 

“There  was  a big  flood  in  Maine.  Two 
men  were  marooned  on  a rooftop . . . They 
watched  a derby  hat  float  by,  stop  sud- 
denly 50  feet  downstream,  make  a 180 
degree  turn  and  come  upstream  on  its  own. 
When  it  reached  the  house,  it  again  floated 
downstream.  Then  it  occurred  to  one  of  the 
men,  ‘Oh,  that's  Uncle  Lem ...  He  vowed 
come  hell  or  high  water  he  was  gonna  mow 
the  lawn  this  weekend.’” 

“Weary  but  happy,  3 physicians  and  a 
lawyer  were  back  at  camp  after  a success- 
ful day  of  duck  hunting.  First  the  English 
doctor  poured  himself  a whiskey  and 
toasted,  ‘Long  Live  the  Queen!’  He  threw 
his  glass  in  the  air  and  blasted  it  with  his 
shotgun. 

“Next,  the  French  doctor  brought  out 
a flask  of  cognac  . . . ‘Vive  la  France!’  He 
downed  the  drink  and  blasted  the  flask 
with  his  shotgun. 

“The  American  doctor  produced  a 
can  of  Milwaukee  beer.  He  gave  a silent 
toast,  took  his  shotgun  and  blasted  the 
American  lawyer.  ‘It  can’t  get  any  better 
than  this ! ’ he  exclaimed.”  (Robert  McAfee 
jokes  as  heard  by  Myron  Shirasu  at  the 
HMA  House  of  Delegates) 

Lecture  notes 

“Pharmacotherapeutics  in  Asthma” 
was  the  topic  for  a lecture  by  visiting 
professor  Leslie  Hendeles,  Pharm  D from 
University  of  Florida. 

Asthma  deaths  have  increased  in  the 
past  12  years  . . . especially  among  black 
adolescent  males  . . . Treatment  of  asthma 


costs  $4-million  a year,  2/3  going  to  ER 
and  hospitalization  costs  . . . The  NIH 
Asthma  Program  is  focu.sed  on  the  treat- 
ment of  acute  asthma  especially  to  prevent 
the  need  for  ER  and  hospital  visits  . . . 

Asthma  is  an  inllammatory  disease  of 
the  airways  rather  than  an  infection;  there- 
fore, corticosteroids  are  the  daig  of  choice 
. . . But  during  an  acute  exacerbation,  beta 
agonists  are  used  first . . . 

The  problem  with  beta  agonists: 


Overuse  leads  to  risk  of  death  . . . 'Fhe 
physician  should  limit  the  use  of  beta 
agonists  to  I canister  a month  on  the  pre- 
scription. We  tend  to  overuse  becau.se  of 
the  quick  relief . . . and  this  delays  the  use 
of  corticosteroids  . . . 

Early  use  of  corticosteroids  results  in 
more  effective  use  of  bronchodilators  by 
increasing  their  sensitivity  . . . 

Measure  lung  function  with  the  peak 
(Continued  on  page  312}  >- 


The  only  place  on 
Earth  not  governed 
by  Murphy’s  Law: 

Meet  at  Otaka  Hotels  & Resorts  and  you 
simply  can’t  go  wrong. 

Our  oceanfront  properties . )|Rt  the  best 
value  in  meeting  and  convent  n )n  s(.t\  kcs 

The  luxurious  Hawaiian  Regent  un  W.iikiki 
Beach  can  easily  accommodate  groups  of  up 
to  900  with  3 ballrooms,  11  meeting  iixmiis 
and  an  exceptional  convention  servues  stall 
On  the  Big  Island,  the  Kona  .Surf 
Resort  & Country  Club  has  31,0(K)  .s(].fl. 
of  meeting  space  including  ballrcxttiis, 
meeting  rooms  and  the  islands  only 
convention/concert  facility. 

So,  plan  your  next  Hawaii  meeting 
at  Otaka  Hotels  & Resorts  - w heie  il 
.something  can  go  right,  it  will, 

OTAKA  HOTELS  & RESORTS 

A New  Jtadition  in  Hawaiian } lospitalitv 

Hawaiian  Regent 

2552  Kalakaua  Avenue,  Honolulu,  Hawaii  96815 
808-921-5184 

Kona  Surf  Resort  & CountA'  Club 
78-128  Ehukai  Street,  Kailua-Kona,  Hawaii  %740 
808-322-3411 
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NEWS  & NOTES  (Continued  from  page  311} 


flowmeter  ...  It  results  in  better  patient 
compliance.  We  can  set  guidelines  for 
patients  to  call  the  physician  or  go  to  the 
ER.  The  use  of  peak  flowmeter  at  home 
can  reduce  the  frequency  of  ER  visits,  the 
frequency  of  hospitalizations  . . . Result  is 
a more  cost-effective  treatment. 

Prednisone  therapy:  40  mg  Prednisone 
can  peak  in  9 hours  and  wear  off  after  1 2 
hours.  Give  40  mg  twice  daily  for  7 to  10 
days. 

Taper  Prednisone?  No  need  to.  Use 
inhaled  corticosteroids  if  goal  is  to  prevent 
exacerbation. 

Eosinophilia  is  reduced  with  cortico- 
steroids, but  not  with  beta  agonists. 

Comparison  of  beclomethasone  and 
cromolyn:  Beclomethasone  dose  is  twice 
daily  while  cromolyn  is  four  times  a day... 

Adolescent  problem:  Noncompliance. 
If  taste  is  problem  (Aerobid),  switch 
preparations. 

Spacer  device:  Less  dysphonia  and 
better  deposition  if  dry. 

“No free  lunch  ” ie  inhaled  corticoste- 
roids have  systemic  effect:  Affects  bone 
formation.  Postmenopausal  women  not  on 
estrogen  therapy  can  develop  osteoporosis. 


MEDICLAIM 

BILLING 

SERVICES 

IBL 

INCREASE  YOUR 
CASHFLOW 

GET  YOUR  $’s 
IN  18  DAYS  OR  LESS. 

Our  Billing  Service 
Center  can  quickly  get 
any  backlog  under 
control. 

Electronic  Claims 
Submissions  can  be 
done  for  as  little  as  $2.00 
per  claim. 

PHONE  261-4086 
TODAY 


May  affect  growth  in  growing  children. 

Inhaled  steroids  more  effective  than 
oral  steroids  . . . 

Reduce  nocturnal  asthma  with  inhaled 
corticosteroids  and  slow  release  theophyl- 
line. 

Pharmacologic  management: 

a beta  agonists 

b.  theophylline 

c.  cromolyn 

d.  corticosteroids 

e.  anticholinergics 

Prednisone  therapy  in  children:  No 
effect  on  growth  when  limited  to  5-day 
courses  of  prednisone  once  a month  up  to 
4 times  a year  . . . Prednisone  therapy  in 
pregnancy  not  contraindicated — even  in 
the  first  trimester. 

Oncology  Dialogue 

An  85-year-old  blind,  diabetic  man 
with  right  hydronephrosis  developed  fre- 
quency, hematuria  and  urgency.  Urologist 
Bill  Shiraki  first  saw  him  in  Nov  ’91  for  his 
first  episode  of  gross  hematuria.  An  IVP 
was  then  noirnal.  An  EKG  showed  an  old 
anterior  MI.  The  man  again  had  gross 
hematuria  in  Eeb  and  intermittent  gross 
hematuria  after  June.  A CT  scan  showed 
irregular  thickening  of  the  left  bladder 
wall ...  In  Sept,  the  man  had  surgery  for  a 
common  duct  stone,  but  refused  treatment 
for  his  bladder  tumor.  A repeat  CT  scan  in 
Sept  showed  further  extension  of  the  blad- 
der tumor  and  a presacral  mass  as  well . . . 
Biopsy  of  the  bladder  tumor  finally  was 
done  and  pathologist  Larry  McCarthy  with 
his  usual  inimitable  enthusiasm  called  it  “a 
grade  3 or  4 poorly  differentiated  transi- 
tional cell  Ca . . . ” Bill,  when  queried  about 
the  possibility  of  a rectal  extension  of  the 
neoplasm  replied  “He  has  good  BMs ...  In 
fact  that’s  about  the  only  good  part  of  his 
life.’’ 

Moderator  Ken  Sumida  summarized 
the  problem.  “Here’ s an  85-year-old,  blind, 
diabetic  man  with  Ca  of  the  bladder  with 
extension  to  the  rectum  or  another  primary 
in  the  rectum.  What  do  we  do  next?” 
Radiotherapist  Lois  Mastrofrancesca  sug- 
gested a chest  X-ray  before  anything  else. 
Ken  asked  oncologist  Jonathan  Cho, 
“Should  the  therapy  be  therapeutic  or  pal- 
liative?” Jonathan  opted  for  palliative 
treatment . . . Ken  turned  to  radiotherapist 
Ed  Quinlan,  “Ed,  how  about  palliative 
radiation?”  Ed  was  practical,  “There’s  an 
old  saw:  Tf  you  don’t  know  what  you  are 


treating,  you  won’t  do  any  good.’  I’d  like 
to  know  what’s  there  in  the  rectum.”  Radi- 
ologist Howard  Arimoto  suggested,  “We 
can  biopsy  transrectally  or  peritoneally.” 
But  pathologist  emeritus  Grant 
Stemmerman  declared.  “The  issue  is  pal- 
liation and  the  primary  effort  should  be  to 
keep  him  comfortable.  The  more  diagnos- 
tic procedures,  the  more  discomfort  . . . 
The  fewer  diagnostic  efforts,  the  better  for 
the  patient.”  In  the  final  analysis,  Bill 
declared  he  would  do  an  ileo-conduit  and 
the  radiotherapists  decided  on  palliative 
radiation. . . 

A 46-year-old  oriental  woman  has 
metastatic  Ca  to  the  liver  . . . Oncologist 
Gordon  Nakano  elucidated:  “She  presents 
a diagnostic  and  therapeutic  problem.  The 
patient  has  a long  history  of  diabetes 
mellitus,  hypertension  and  has  been  on 
dialysis  for  the  past  4 years  ...  Two  years 
ago,  she  had  bilateral  mastectomy  for 
intraductal  Ca.  A month  ago,  she  started 
itching  and  became  jaundiced.  Ultrasound 
and  CT  scans  showed  liver  masses  which 
on  percutaneous  biopsy  was  Ca  . . . Her 
bilirubin  is  in  the  3 to  4 range  and  her  CEA 
is  1 25  with  normal  alpha  fetal  protein. . . ” 

Radiologist  Domm  Kumasaka 
showed  CT  scans  with  diffuse  hepatomas 
and  a Lt  pelvic  mass  (either  sigmoid  or 
ovarian) . . . Pathologist  Larry  McCarthy 
reviewed  the  liver  biopsies  and  breast  slides 
with  the  intraductal  Ca  . . . 

Cancer  surgeon  Scott  Hundahl  sum- 
marized his  thoughts  about  the  case:  “I 
suspect  a colon  primary  . . . She  should 
have  colonoscopy  with  biopsy.  The  ques- 
tion is  what  to  do  for  her.  Even  with  the 
metastatic  liver  disease,  I would  consider 
resection  of  the  colon  lesion  which  would 
extend  her  survival . . . Then  follow  with  5 
FU  with  Leucovoran  or  any  5 FU  dejur  you 
choose  . . . Prognosis  in  renal  failure  with 
dialysis  alone  is  50%  5-year  survival  . . . 
with  her  diabetes,  PVD  and  other  condi- 
tions, her  survival  will  be  even  less.  Diag- 
nosis is  easy  with  colonoscopy  and  at  most 
laparoscopy  . . . The  treatment  is  the  hard 
question ...” 

Pathologist  Grant  Stemmerman,  lately 
on  a hereditary  cancer  kick,  added,  “With 
multicentric  tumors  of  the  breast  and  colon 
or  ovary,  you  have  to  consider  Hereditary 
Polyposis.  This  will  be  a tough  problem 
for  the  pathologist.  It  is  difficult  to  deter- 
mine whether  an  ovarian  tumor  is  primary 
or  metastatic  ...  So  the  report  from  Larry 
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(Larry  McCarthy  who  reports  tissue  pa- 
thology) w ill  be  equivocal  ..." 

Gordon  repoiled;  "Just  to  make  things 
more  complicated,  she  had  her  toe  run  over 
by  a w heelchair  and  developed  cellulitis.” 
( Murphy 's  Law;  “If  any  thing  ctin  go  wrong, 
it  will.”) 

Jokes  we  thought  funny 

At  an  e.\clusi\  e country'  club  that  en- 
forces strict  adherence  to  club  rules,  a 
regular  saw  a new  golfer  place  his  ball  6 
inches  in  front  of  the  tee  marker.  The 
regular  rushed  over  and  confronted  the 
man.  "Sir,  I don't  know  whether  you  hap- 
pen to  be  a guest  or  a member,  but  our  rules 
are  very  strict  about  placing  your  tee  at  or 
behind  the  markers  before  driving  the  ball.” 

The  new  golfer  looked  the  stickler 
right  in  the  eye.  “First,  I am  a guest,  not  a 
member  of  this  club,”  he  said.  "Second,  I 
don't  care  about  your  rules.  And  third,  this 
is  my  second  shot.”  (From  PB  Party  Jokes 
Nov  ’92) 

A retiree  was  given  his  first  set  of  golf 
clubs  and  decided  to  try'  them  out.  “The 
game  is  a complete  mystery  to  me,”  he  told 
the  club  pro.  “What  do  I do?”  “You  hit  the 
ball  toward  the  green.”  The  novice  teed  up 
smacked  the  ball  straight  down  the  fairway 
and  onto  the  green,  where  it  stopped  an 
inch  from  the  hole.  “What  now?”  the  fel- 
low asked  the  stunned  pro.  “You’re  sup- 
posed to  hit  the  ball  into  the  cup.”  “Oh, 
great ! Now  you  tell  me !”  (Also  a PB  Party 
Joke  Aug  ’92) 

Hilo  PHN  Patsy  Matsuura  puns:  “Why 
did  the  Siamese  twins  move  to  London?” 

“So  the  other  can  drive,  too.” 

Dennis  Meyer’s  witticism  . . . 

It  was  nigh  tax  time  and  the  doctor 
pondered  whether  to  get  the  services  of  a 
bookkeeper,  an  accountant  or  a tax  attor- 
ney ...  He  drew  2 vertical  lines  on  a blank 
sheet  of  paper  and  showed  it  to  a book- 
keeper. “What  do  those  lines  mean  to 
you?”  The  bookkeeper  said,  “It  looks  like 
the  number  1 1 .”  He  showed  it  to  an  ac- 
countant who  elucidated,  “It  could  be  the 
number  1 1 or  a Roman  numeral  II.”  The 
tax  accountant  walked  around  pondering 
the  matter.  He  placed  his  hand  on  the 
doctors  shoulder,  looked  him  straight  in 
the  eye  and  quizzed,  “What  do  you  want  it 
to  mean?” 


Next  time  you  feed  your  face, 
think  about  your  heart. 

Go  easy  on  your  heart  antd  start  cutting 
back  on  foods  that  are  high  in  saturated 
fat  and  cholesterol.  The  change’ll  do 
you  good. 


M American  Heart  Association 

WERE  FIGHTING  FOR  \OUR  LIFE 


/\ 


Cindy  Stone,  a van  delivery 
driver,  suffered  a herniated 
disc  that  left  her  in  intense 
pain  - and  out  of  work  for 
2-1/2  years. 

During  that  2-1/2  year 
period,  Cindy  had 
surgery,  passive  therapy, 
and  then  was 
referred  to  CHART 
for  active  physical 
rehabilitation.  It  was  a 
long,  slow  process,  but 
progress  was  steady,  and 
Cindy's  strength  and 
endurance  gradually 
increased. 

Cindy  has  been  back  on 
the  job  for  a year.  She's 
doing  just  fine,  and  she 
occasionally  stops  by  to  see 
her  friends  at  CHART. 

"On  a scale  of  I to  10, 

I give  CHART  a 10,"  Cindy 
says.  "I  was  impressed  with  CHART'S 
treatment  of  the  entire  body  and 
their  emotional  support.  In  fact, 
CHART  gave  me  back  my  life." 


ChNRT 

Comprehensive  Health  and 
Active  Rehabilitation  Training 


"CHART  gave  me 
back  my  life." 


Honolulu  - 841-6006 
Waipahu  - 671-1711 


H.awaii  Medical  Journal — Vol.  51,  No.  1 1 — November  1992 


313 


Maka  O Ke  Kauka 


Russell  T Stodd  MD 

Good  girls  keep  diaries — bad  girls 
never  have  the  time. 

In  Virginia,  a female  doctor  was  ar- 
rested on  suspicion  of  DUI.  She  allegedly 
screamed  obscenities  at  the  arresting  offi- 
cer and  tried  to  kick  him  in  the  groin.  When 
she  failed  the  sobriety  breath  test,  she 
kicked  over  the  breathalyzer  table.  Subse- 
quently she  was  found  innocent  of 
wrongdoing  due  to  PMS.  Hey,  what  about 
RTS  (raging  testosterone  syndrome)? 

Whatever  hits  the  fan  will 
not  be  distributed  evenly. 

According  to  current  data,  do  you 
wonder  how  you  are  doing  relative  to  the 
rest  of  the  medical  field?  Average  physi- 
cian income  (all  fields)  for  1991  in  the  west 
was  $132,020,  for  ophthalmologists 
$ 1 39,850.  For  the  past  3 years,  only  4 areas 
of  practice  have  kept  up  or  exceeded  the 
cost  of  living,  all  surgical  fields — thoracic, 
neuro,  general,  and  orthopedic.  All  other 
specialties  (save  guess  which  one),  show  a 
slight  gain,  but  not  equivalent  to  the  COL, 
and  ophthalmology??  Hang  on  to  your 
annuities — average  earnings  dropped 
1 2 1 % from  1 989.  As  for  overhead,  in  the 
period  1 988  to  1 992,  median  weekly  sal- 
ary for  full-time  office  employees  increased 
131.3%.  Nurses  scored  the  biggest  jump 
of  36%  to  an  average  weekly  salary  of 
$502.  The  average  annual  outlay  for  ben- 
efits per  employee  (pension,  insurance, 
bonuses,  vacation,  holidays)  have  increased 
by  69%  since  1 988 — growing  from  $ 1 549 
to  $2611!  It  is  easy  to  see  that  if  one 
extrapolates  from  these  data,  by  the  year 
2010,  ophthalmologists  will  be  earning 
less  than  bag  ladies. 

Bureaucracy  ultimately  becomes 
a government  of  bullies. 

Our  Federal  government  with  its 
ehronic  promise-all-but-underfund  habit 
wants  to  save  Medicare  dollars.  Current 
plan?  Blame  the  pharmaceutical  manufac- 
turers, and  instruct  Congress  to  pass  leg- 
islation requiring  them  to  supply  drugs  to 
the  VA,  Medicaid  and  Public  Health  Ser- 
vice at  a 25%  discount.  If  a major  customer 
gets  25%  off  the  going  rate,  then  won’t  the 
other  consumers  be  obliged  to  pay  higher 
prices  to  offset  the  difference? 


Never  dare  to  judge  until  you  have 
heard  the  other  side. 

If  you  are  laboring  under  the  appre- 
hension that  an  intelligent  judge  would 
provide  you  a better  chance  of  success  in  a 
malpractice  case,  guess  again.  According 
to  the  Cornell  Law  Review,  exactly  50%  of 
malpractice  cases  were  won  by  the  plain- 
tiff when  tried  before  a judge,  while  only 
29%  were  successful  when  tried  by  a jury. 
Additionally,  the  study  dispelled  the  no- 
tion that  judges  grant  higher  awards — 
judges  average  award  was  $1 .44-million, 
juries  average  award  $1 .4-million. 

If  facts  do  not  conform  to  the  theory, 
they  must  be  disposed  of. 

Part  of  the  outrageous  downgrading 
of  the  RBRVS  conversion  factor,  engi- 
neered by  Gail  Wilensky,  PhD  while  she 
was  in  charge  of  HCFA,  was  the  “behav- 
ioral offset”  of  10%.  The  unsupported 
assumption  is  that  physicians  will  increase 
their  workloads  to  maintain  their  incomes. 
And  a review  of  medicare  payment  data 
show  that  physician  services  did  increase, 
but  only  by  5% — exactly  half  of  projec- 
tions. Theoretically,  based  on  the  formula 
set  in  law,  the  lower-than-projected  in- 
crease in  growth  should  mean  that  physi- 
cians will  get  a large  update  in  calendar 
year  1 994 — the  Medicare  economic  index 
plus  5%.  Don’t  hold  your  breath.  After  the 
HCFA  actuaries  finish  cooking  the  num- 
bers, the  data  will  probably  look  just  the 
opposite. 

If  you  think  the  problem  is  bad  now, 
just  wait  until  they’ve  solved  it. 

Despite  scores  of  disastrous  examples 
around  the  world,  politicians  and  econo- 
mists continue  to  deceive  themselves  and 
the  electorate  that  government  agencies 
can  sensibly  administrate  health  care.  Leg- 
islatures around  our  nation  are  displaying 
increasing  interest  in  the  establishment  of 
“health  care  authorities,”  such  as  acouncil, 
commission  or  sovereignty  to  manage 
medical  care.  This  has  already  occurred  in 
at  least  one  state  with  other  state  legisla- 
tures toying  with  the  concept.  In  Hawaii 
we  had  the  Governor’s  Blue  Ribbon 
Panel  which  was  established  (and  now 
disbanded)  to  provide  medical  reform  rec- 
ommendations to  the  governor.  It  is  not 


difficult  to  visualize  the  panel  being  ex- 
panded to  a permanent  status  with  ongoing 
function  of  micro-managing  medical 
practice  and  reimbursement.  We  should 
all  stay  alert  and  challenge  this  fallacious 
perception  at  every  turn. 

A politician  will  promise  to  build  a 
bridge  even  when  there  is  no  river. 

Example — Governor  Jones  of  Ken- 
tucky survived  a helicopter  accident  and 
said  “God  must  have  apian  for  us.”  (How’s 
that  for  hubris?)  Apparently,  God’s  plan 
would  include  establishing  a health  care 
authority  with  sweeping  power  to  ma- 
nipulate global  medical  fees,  apply  a spe- 
cial tax  to  doctors  and  hospitals,  and  con- 
trol factors  that  directly  impact  the  practice 
of  medicine.  The  Kentucky  Medical  Asso- 
ciation is  opposed. 

A wise  man  is  strong.  A man  of 
knowledge  increases  his  strength. 

Nice  guy,  ophthalmologist  Bill  Filante 
was  always  interested  in  politics  in  the 
olden-golden  days  30-i-  years  ago  at  LA 
County  Hospital.  For  the  past  20  years  or 
so,  he  has  served  in  the  California  legisla- 
ture while  the  rest  of  us  have  been  plowing 
medical  ground.  This  year  he  embarked 
for  a seat  in  Congress,  but  fate  has  stmck  in 
the  form  of  a brain  tumor.  After  surgery 
and  therapy  he  is  continuing  the  campaign. 
Good  luck.  Bill.  We  need  you. 

Addenda 

A Lead  me  not  into  temptation;  lean 
find  the  way  by  myself. 

Aloha  and  keep  the  faith. 

rts 


314 


Hawaii  Medical  Journal — Vol.  51,  No.  1 1 


November  1992 


CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  MEMBERS,  please  send  typewritten  ad  to  HMA  office. 

Nonmembers,  please  call  Leilani  at  521-0021, 4 line  min.,  approx.  5 words  per  line.  Payment  must  accompany  order. 


BUSINESS  OPPORTUNITY 


MEDICAL  CLINIC  FOR  SALE 
Internal  medicine  primary  care  practice.  Lo- 
cated at  the  Aiea  Medical  Bldg.  Fully  equipped 
& fully  turn.  Estab.  15  yrs.  25  patients/day,  3 
exam  rms.,  consultation  rm.,  business/billing 
office,  recep.  area,  complete  in-office  lab.  Of- 
fice approx.  950  sf.  Terms  negotiable.  Serious 
inquiries&offerscall:528-2102;  622-761 1 orwrite 
Medical  Clinic,  PO  Box  2167,  Hon.,  HI  96805. 


PEDRATRIC  AUDIOMETERY/VISION 
TESTING-1.  Maico  12  audiometer  earphone 
frequence  250-8000  cps.  2.  Titmus  II  vision 
tester,  slides  for  standard  testing,  preschool, 
color  preception,  and  illiterate  testing  included. 
Both  for  $350.  Available  after  December  31, 
1992.  Call  947-3781. 


CLINIC  EOUIPMENT  SALE 
2 med  exam  tables  w/stirrups,  2 Maico  audiom- 
eters, Titmus  vision  tester,  new  Ricoh  FAX  280 
OL,  Ricoh  copier  FT  4460,  2 treatment  tables, 
phys-therapy  equip.,  incl.  2 Chattanooga  Co. 
computerized  traction  machines,  electric  Hi-Lo 
traction  table  w/Saunders  unit  for  cervical  T x,  wall- 
mount  cervical  traction  unit,  1 0 pack  Chattanooga 
Co.  hydrocollartank,  ultrasound  machine,  8 Scan- 

{Continued  on  page  316}  >■ 


EMPLOYMENT 

OPPORTUNITY 


ALOHA  MEDICAL  CONSULTANTS 
Positions  available  6 MDs:  Internists/Ob/Or- 
tho/Occ.  Health-!-;  Charge  RNs  and  RPTs. 
Kathryn  Beavin  941-1551. 


FP/GP 

For  Maui  resort  medical  office.  Send  CV  to  Dr.  Ben 
Azman,  West  Maui  Healthcare  Center,  Kaanapali, 
Hawaii  96761  or  phone  1-808-667-9721. 


CRUISE  HAWAII — Primary  care  physicians 
needed  to  staff  cruise  ships  (SS  Independence, 
SS  Constitution).  One  week  cruise  minimum. 
ACLS  required.  Please  contact  Acute  Care 
Medical  Services  262-4181.  Neighbor  Islands 
place  call  1-800-788-4181. 


THE  KAMAAINA 

"Whole  In 

One  Vi  ^ 

«85* 

Room  and  CioLF  Package 


HAWAII.  Family  Practioner  with  OB  skills  and 
internal  medicine  practitioner  needed  for  rural 
underserved  area.  Full-time  position  in  non- 
profit community  health  clinic.  Desire  dedicated 
person  to  work  in  multicultural  setting.  Contact 
Puanani  Kalawa,  Waianae  Coast  Comprehen- 
sive Health  Center,  86-260  Farrington  Hwy., 
Waianae,  HI  96792.  Ph.  (808)  696-7081. 


FOR  SALE 


QBC  Blood  Analyzer 

Automated  CBCs  utilizing  buffy  coat  analysis 
of  a tiny  capillary  tube  blood  sample.  State-of- 
the-art.  Printer  included.  Purchased  5 months 
ago  tor$1 1 ,300  and  rarely  used.  Transferrable 
warranty.  $8,000  complete.  Contact  Marika  at 
831-3000. 


Now  you  can  play  1 8 holes  of  Oahu's  most 
challenging  golf  (with  a 74  USGA  rating)  at 
Sheraton  Makaha  West  Course.  Then  relax 
and  spend  the  night  in  our  peaceful,  country- 
club  atmosphere.  All  at  a special  little  'Whole 
in  One"  rate. 

Just  $85  per  person,  per  night,  Sundays  thru 
Thursdays.  $95  per  person,  per  night  on 
weekends.  Play  an  additional  round  on  the 
same  day  at  a special  rate  (space  available). 

For  "Whole  in  One"  reservations  call 
Sheraton  Makaha  at  695-9511. 

* Per  person,  per  night.  Based  on  double  occupancy.  For  a limited  time 
only,  subject  to  space  availability.  Single  golfer  rates  also  available.  Rates 
do  not  include  applicable  state  taxes.  Proof  of  Hawaii  residency  required. 


TREADMILL  UNIT 

Adjustable  speed  and  angle  treadmill.  Func- 
tional but  old.  EKG  unit  is  outdated  and  not 
functioning  but  may  be  repairable.  $100.  Con- 
tact Marika  at  831-3000. 


Sheraton  Makaha 

RESORT  & COl'JNTRY  CLUB 
OAHU 


ITT  Sheraton 
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CLASSIFIED  NOTICES 


" Finally, 
a Business 
Hotel 

in  Downtown 
Honolulu !" 

Suites 

$95-$150 

EXECUTIVE 

CENTRE 


1088  Bishop  Street 
Honolulu,  Hawaii  96813 
539-3000 


design-type  wait,  room  chairs,  4 seer,  chairs,  8 
and  6-shelf  filing  cabinets,  treadmill,  Burdick  EK- 
5A  EKG  machine.  Office  equip,  and  supplies,  etc. 
Also  Welch-Allyn  wall-mount  Oto-Ophthalmo- 
scope  set  and  other  equip.  Write  to:  930  Kaheka 
St.  #1704,  Hon.,  HI  96814  or  call  943-8778. 


COULTER  COUNTER  BLOOD  DILUTER 
Electrolyte  machine  and  other  lab  equip/sup- 
plies. Call  523-5623. 


OFFICES 


TLC  MEDICAL  CENTER — Has  spaces  avail- 
able for  lease  and  time  share.  1 650  Liliha  Street 
Call:  941-6996 


AMBULATORY  SURGERY  CENTER  FOR 
SALE  OR  LEASE.  Located  in  a medical  office 
building.  Fully  equipped  and  furnished.  Terms 
negotiable.  Call  538-6622;  or  write  to:  Ambula- 
tory Surgery  Center,  1 520  Liliha  St.,  Suite  601 , 
Hon.,  HI  96817. 


KUAKINI  MEDICAL  PLAZA  OFFICE  Will  sub- 
lease. Terms  negotiable.  Ph.  524-5225  or  an- 
swering service  988-2188. 


KAILUA  AND/OR  KAHALA  Equipped  medical 
offices  available  to  share.  Medical  buildings, 
excellent  reference  source.  266-0066. 


HAWAII  KAI  MEDICAL  BLDG.  781  sq.  ft.  or 
1 ,562  sq.  ft.  office  sublease  at  attractive  rents. 
Vahe  Kenadjian  (R)  735-0179.  McCormack 
Properties,  Ltd.  539-9600. 


SPORTS  MEDICINE  AND  ORTHOPEDIC 
SURGICAL  PRACTICE  willing  to  share  office 
space  at  Oueen's  POB-1  and  Pali  Momi  POB 
location,  complete  staff,  managerial  system, 
radiology  and  physical  therapy  services  avail. 
Contact  Diane  Fong  at  536-4992  M-W-F  or  at 
487-7231  T & TH. 


INTERNIST  WILLING  TO  SHARE  OFFICE 
SPACE  in  two  locations — St.  Francis  MOB  and 
Aiea.  Interested  physicianscall  Jon  Won,  536-6988. 


POSITIONS  WANTED 


COLO-RECTAL  SURGEON-^6  yrs  old,  Cleve- 
land Clinic  trained.  1 1 yrs.  exper.  Board-certified 
general  & colo-rectal  surgery.  FACS,  FASCRS. 
Seeking  group  orclinic  association.  (808)  723-3261 . 


AVAIL.  FOR  LOCUM  TENENS— A caring,  board- 
certified,  long-time  Hawaii  physician.  Available 
days  or  weeks.  Call  Mary  Glover  MD,  668-7337. 


INTERNIST  AND/OR  MEDICAL  ONCO- 
LOGIST— needed  to  join  active  practice.  This 
is  an  excellent  opportunity  to  develop  a busy 
practice  in  a short  period  of  time.  Please  call 
244-7627,  Wailuku,  Maui. 


OFFICE  SERVICES 


LOWER  YOUR  OVERHEAD 
Nice  conf.  rms.  & offices  available.  Hourly  and 
full  time,  receptionist,  tele.  ans.  in  YOUR  name, 
much  more,  EXCELLENT  IMAGE.  Call 
HEADQUARTERS  COMPANIES  522-9494. 


SERVICES 


MEDICAL  BILLING  SERVICES— Patient  state- 
ments, insurance  claims  processing,  accurate 
management  reports.  Personalized  service,  af- 
fordable monthly  rates.  Call  MEDCON  247-0591 . 


LOCUM  TENENS  PROVIDED— Internal  Medi- 
cine and  family  practice  available.  Please  contact 
Acute  Care  Medical  Services.  262-4181. 


LOCUM  TENENS  AVAILABLE— Family  prac- 
tice, pediatrics,  urgent  care.  No  agency  fees. 
Deal  direct.  923-2981 . 


BOARD-CERTIFIED — anesthesiologist(licensed 
in  Hawaii)  available  for  temporary  coverage,  va- 
cation or  locum  tenens  work.  (713)  341-9703. 


REAL  ESTATE 


MAKIKI  HEIGHTS— FEE  SIMPLE  3 bdrm.,  3 
bath,  POOL,  ocean  views.  528-0039. 
CHANEY  BROOKS  REALTY  INC. 


OFFICE  FOR  SALE 


ESTABLISHEDGENERALPRACTICEinWaipahu 
for  sale.  Terms  Negotiable.  Call  671-3931 . 


PRACTICE  FOR  SALE — General  Internist  retir- 
ing in  March  1 993  after  34  years  of  active  practice. 
South  King  Street  near  NBC  Concert  Hall.  Good 
patients  and  reasonable  terms.  Call  538-7886. 


A REAL  BARGAIN — Closing  branch  office  in 
Waipahu,  willing  to  leave  office  improvements 
and  furninture  (chairs,  exam,  table,  typewriter, 
refrig.,  copier,  cabinets,  phone,  etc)  for  $3,000  or 
best  offer.  Call  523-9677, 521  -8288  or  523-7955. 
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Why  is  Dr.  William  Hartman 
an  HMSA  Participating  Provider  ? 


It's  the  right  decision  for  me 
and  for  my  patients. 


HMSA  offers  health  care  providers  like 
Dr.  Hartman,  a gastroenterologist  in  Honolulu, 
some  very  good  reasons  for  joining  our 
Participating  Provider  Program.  Reasons  like  the 
competitive  advantage  he  has  with  access  to  our 
more  than  600,000  members  — 90%  of  whom 
choose  Participating  Providers.  Or  the  payments 
that  he  receives  directly  and  promptly  from 
HMSA  — that  helps  his  cash 
flow  and  eases  his 
administrative  expenses. 

Like  Dr.  Hartman,  when 
you  participate  with  HMSA, 


Blue  Cross 
Blue  Shield 

of  Hawaii 


you  can  depend  on  our  staff  to  provide 
courteous  and  professional  service.  And  your 
patients  benefit  by  knowing  in  advance  what 
their  out-of-pocket  costs  will  be.  They  feel  secure 
that  you  and  HMSA  are  working  together  to  keep 
those  costs  under  control. 

If  you  care  about  your  patients’  health  care 
and  its  cost,  being  an  HMSA  Participating 

Provider  makes  sense.  For 
more  information  on  HMSA’s 
Participating  Provider 
Program,  call  973-7700  on 
Oahu  or  your  local  HMSA  office. 


HMSA 


With  you  all  the  way. 


To  stay  in  sound  financial  health,  many  hospitals  lease  their 
equipment  through  Bancorp  Leasing.  To  chart  one — Straub 
Clinic  and  its  new  Cardiac  Ultrasound  Machine,  a critical  heart 
monitoring  unit  in  Straub's  state-of-the-art  Cardiac  Cath  Lab. 

The  prognosis?  Bancorp  Leasing  is  doing  well  with  its 
competitive  rates,  flexible  terms,  professional  service. 

Whether  you  need  a $10,000  computer  or  diagnostic 
equipment  a hundred  times  that,  give  Bancorp  Leasing 
a call  at  537-8810.  On  the  Neighbor  Islands, 

1-800-451-6022. 

Bancorp  Leasing  of  Hawaii 
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n 1992,  MIEC’s  $18-million  credits  will  reduce  renewal 
premiums  by  an  average  48%. 


Since  1980,  MIEC  has  authorized  more 
than  $62-million  in  such  credits.  We 
believe  this  is  proportionately  the  largest 
credit  by  any  physician-owned  profes- 
sional liability  carrier.  Credits  result 
from  lower  than  predicted  claims  costs. 


|he  costs  of  MIEC’s  liability  protection 
during  the  past  decade  were  lower  than 
predicted  because  of  MIEC’s : 


■ Einancial  strength,  which  adds  more 
than  $15-million  in  annual  income  from 
invested  assets  for  the  payment  of  claims 
and  investment. 


■ Legislative  vigilance. 

■ Successful  application  of  tort  reforms. 

■ Good  luck. 


iSjur  actuaries  now  inform  us  that  there 
is  evidence  of  an  increase  in  frequency  of 
malpractice  claims  and  suits.  Average 
cost  of  suits  continues  to  rise,  driven  by 
inflation,  increased  expectations  and 
more  large  verdicts.  If  these  factors 
continue,  or  if  tort  reforms  are  compro- 
mised by  efforts  of  plaintiff  attorneys, 
our  claims  costs  will  rise  and  premium 
credits  will  drop. 


■ Constant  vigorous  attention  to  loss 
prevention. 

■ Sophisticated  governance  and  manage- 
ment of  claims,  underwriting  and 
investments. 


|lEC  will  strive  to  hold  down  the  cost 
of  quality  coverage  as  we  have  done 
successfully  since  1975.  Our  policyholders 
own  a most  successful  professional 
liability  insurance  company. 


Professional  Liability  Insurance  Exclusively 
Sponsored  by  Hawaii  Medical  Association 


MIEC 


Medical  Insurance  Exchange  of  California 

6250  Claremont  Avenue,  Oakland,  California  94618-1324 
(510)  428-9411/Toll-free  (800)  227-4527/ Fax  (510)  654-4634 

Hawaii  Claims  Office,  1360  S.  Beretania,  Suite  405,  Honolulu,  Hawaii  96814  / 808-545-7231 


(USPS  237-640) 
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A package  arrived  from  Minnesota 
Too  large  and  fat  to  be  a photo. 

"Guess,”  my  wife  said,  “At  what  is  inside,” 

And  I thought  of  fruits  which  were  beautifully  dried. 

“It's  a brand  new  stocking,  don't  you  know. 

And  it  has  a hell  dangling  from  its  toe. 

It's  knitted  by  Grandma  . . . with  a Santa  face. 

With  a soft  fuzzy  beard  in  the  proper  place.” 

“How  did  she  do  that?”  I ventured  to  ask. 

Admiring  the  way  she  had  accomplished  her  task. 

I pointed  to  the  beard  of  cashmere  fluff 
As  if  just  a stocking  would  not  be  enough! 

Filled  with  awe  at  her  beautiful  knitting 
I wanted  to  try  it  for  a personal  fitting! 

Once  more  when  I asked  how  she  managed  the  fluff 
My  wife  said,  “Grandmothers  Just  know  all  that  stuff!” 

They  make  Christmas  ornaments  and  pot  holders,  too. 

And  sweaters  and  afghans,  just  to  mention  a few. 

They  love  to  tell  stories  of  when  they  were  small 
And  will  listen  for  hours  to  yours,  but  that’s  not  all  . . . 

Grandmothers  know  how  to  heal  up  a hurt. 

And  know  not  to  look  when  you’re  covered  with  dirt. 

They  bake  in  the  kitchen  for  hours  on  hours. 

Realizing  that  cookies  have  magical  powers. 

For  some  special  reason  they  always  understand. 

And  they  love  unconditionally  without  making  demand. 

They  understand  problems  and  know  what’s  “enough,” 

For  Grandmothers  just  know  that  sort  of  stuff! 

But  Grandmothers’  genre  progressively  expand. 

And  they  often  add  a title — by  popular  demand. 

The  title  of  “great” — to  go  with  Grandmother, 

But  it  was  there  all  along,  and  they  needed  no  other. 

So  Grandmothers,  we  love  you  with  all  of  your  grace. 

And  that  comes  from  all  of  us  in  the  huge  human  race. 

We  say  it  without  qualifying — without  any  guff- 
But  Grandmothers  already  know  ...  all  that  stuff! 

Robert  S.  Flowers  MD 
December  7,  1987 
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Happy  Holidays 

w 

Intravenous 

THERAPY  SPECIALISTS 

24-Hour  Home  Infusion  Therapy  Services 
(808)  836-0365  or  Physician’s  Exchange  (808)  524-2575 
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Highlights  of  the  HMA  Council  Meeting 
of  November  20,  1992 


The  HMA  Council  met  on  20  November  1992.  The 
highlights  of  its  action  follow.  Members  present  were:  J Chang, 
A Don,  F Holschuh,  J Spangler,  S Wallach,  C Kam,  R Stodd, 
P DeMare,  B Shitamoto,  R Lee-Ching,  M Cheng,  R Goodale, 
HKW  Chinn,  P Chinn,  HH  Chun,  P Hellreich,  S Hundahl,  M 
Shirasu,  C Kadooka,  J Betwee,  T Smith,  G Goto,  W Chang,  N 
Winn,  J Kim,  A Kunimoto,  J McDonnell;  F Reppun,  Editor, 
HMJ\,  Legal  Counsel  Vernon  Woo;  Auxiliary,  Joyce  Chuang; 
HMA  Staff:  J Won,  B Kendro,  J Asato  and  A Rogness 
(recording  secretary). 

The  Council  welcomed  new  Councilors  Phil  Hellreich, 
Patricia  Chinn,  and  Kim  Thorbum  and  heard  the  report  of  the 
Governor' s Blue  Ribbon  Panel  on  Health  Care  Refomi  by  John 
Kim  and  Chuck  Kelley.  The  various  recommendations  for 
access  to  health  care  and  cost  containment  will  be  submitted  to 
the  legislature.  The  HMA  will  follow  this  very  clo.sely. 

The  Council  recognized  the  revival  of  the  Tort  Reform 
Subcommittee  of  the  Legislative  Committee,  to  become  active 
in  the  coming  year. 

With  respect  to  the  recent  death  of  a man  with  a dental 
abscess,  the  council  adopted  an  HMA  policy  that  states  that 
regardless  of  the  patient's  insurance  coverage  or  ability  to  pay, 
every  physician  must  always  see  that  emergency  medical  care 
is  offered  or  is  available. 


The  Council  listened  to  the  presentation  of  the  Commit- 
tee on  Nurse  Prescriptive  Authority  that  met  with  the  nurses. 
Because  of  HMA's  policy  and  definition  of  physician  super- 
vision of  nurses  prescribing,  the  nurses  suspended  negotia- 
tions for  now.  It  also  listened  to  member  Chris  Gulbrandsen, 
Dean  of  UH  Medical  School,  on  the  training  program  at 
outreach  facilities  that  included  medical  students,  nurses, 
social  workers  and  the  community.  The  community-based 
training  centers  would  incorporate  the  training  of  nurse 
practitioners.  Outcome  evaluations  of  the  treatment  teams 
could  be  done. 

Council  requested  that  Jon  Won  check  with  Region  IX 
HCFA  about  its  mling  that  all  medical  records  are  available 
to  PRO,  even  if  the  record  contains  confidential  HIV  status 
infonnation,  and  that  even  non-Medicare  patient  records 
could  be  available  to  PRO  for  quality  review  purposes;  if  state 
law  conflicts  with  federal  law,  federal  law  takes  precedence. 

It  approved  the  fonnation  of  an  HMA  Domestic  Violence 
Committee  to  educate  all  physicians  in  Hawaii  to  recognize, 
diagnose  and  treat  victims  of  domestic  violence.  HMA  should 
assist  in  educating  the  community  as  well. 

The  1992  Annual  Meeting  held  at  the  Ilikai  Hotel  in 
October  1 992  was  both  a financial  success  and  program- wise. 

Fred  Holschuh 
Secretary 


Wishing  you  happy  holidays 
and  a healthy  new  year! 


Q^awaii 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  Xso 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]) . 


Global  Excellence  in  Diabetes  Care 

EM  LiMy  and  Company 

Indianapolis,  Indiana 


. . . ever  newer  techniques 


Coronary  Atherectomy: 

Report  of  the  First  Experience  in  Hawaii 

Edward  N Shen,  MD 
Roy  Chen,  MD 
Roger  Ashmore,  MD 
Wesley  Kai,  MD 
Roger  White,  MD 
Niall  Scully,  MD 
Mark  Grattan,  MD 


Since  Andreas  Gruentzig'  first  introduced  percutaneous 
transluminal  coronary’  angioplasty  ( PTC  A } in  1977,  the  ability  to 
revascularize  occluded  coronary  vessels  with  a catheter  has 
enjoyed  an  explosive  and  unimaginable  growth.  As  the  equipment 
and  operator  e.xperience  improved,  the  possibilities  appeared 
boundless.  However,  balloon  angioplasty’  is  hampered  by  a signifi- 
cant restenosis  rate  in  the  dilated  vessel  (approximately  30%), 
which  is  higher  in  selected  locations  ( up  to  60%  in  the  proximal  left 
anterior  descending  artery  ),  even  in  the  best  of  hands.  This 
fundamental  limitation  may  in  part  be  due  to  the  actual  nature  of 
the  technique  itself— .stretching  the  vessel  andfissuring  the  plaque 
causing  remodeling  without  removal.  The  uneven,  exposed  vessel 
suiface  post-plaque  rupture  may  contribute  to  activation  of  the 
hemostatic  system,  with  acute  thrombosis  and  release  of  various 
platelet  and  endothelial-derived  growth  factors,  leading  to  long- 
term tissue  proliferation  and  restenosis.  Atherectomy,  the  me- 
chanical removal  of  plaque  from  the  vessel  wall,  appears  to  be  an 
answer.  This  process  actually  dehulks  the  culprit  tissue  and  leaves 
behind  a smoother,  presumably  less  thronibogenic  surface.  We 
wish  to  report  our  first  experience  with  a specific  form  of  this 
technique  in  4 consecutive  patients,  with  a brief  discussion  of  its 
promises  and  limitations. 

Technique 

Atherectomy  cunently  can  be  perfomied  percutaneously  by  a 
catheter.  There  are  3 major  techniques:  Directional,  rotational  and 
extractional.  Only  the  directional  form  is  approved  by  the  FDA  for 
coronary  circulation  and  was  the  technique  used  in  all  our  patients. 

Directional  atherectomy  was  developed  by  John  B.  Simpson 
MD  at  Sequoia  Hospital  in  Redwood  City,  California  in  1 985,  first 
for  the  peripheral  vessels  of  the  human  body.  Coronary  work 
started  in  1986“.  The  directional  coronary  atherectomy  (DCA) 
catheter  basically  consists  of  a cup-shaped  cutter  housed  in  a rigid 
cylindrical  metallic  case  at  the  catheter  tip.  This  case  has  a 
longitudinal  window  along  one  side  and  an  inflatable  long  balloon 
on  the  opposite  side.  There  is  a flexible  nose  cone  which  serves  to 
hold  back  the  cut  tissue  and  also  minimizes  tissue  trauma  as  the 
catheter  is  advanced  inside  the  vessel.  The  entire  catheter  is  guided 
by  a steerable  0.014  inch  guide- wire  which  is  threaded  coaxially 


through  the  entire  catheter  (including  the  cutter).  The  cutter  is 
connected  by  a hollow  cable  to  a hand-held,  battery-driven  motor 
unit  that  spins  the  cutter  at  2,000  rpm.  The  cutter  can  be  manually 
advanced  or  retrieved  by  a proximal  lever. 

During  the  procedure,  the  catheter  is  delivered  to  the  culprit 
vessel  in  a 1 0 or  1 1 French  guiding  catheter,  introduced  percutane- 
ously through  the  femoral  artery.  The  technique  is  similar  to 
PTCA.  The  lesion  is  traversed  with  the  guide-wire,  over  which  the 
catheter  is  advanced.  The  opening  in  the  distal  casing  is  then 
oriented  across  the  lesion.  The  balloon  is  inflated  by  a manually 
controlled  device  with  pressures  of  1 0 to  40  psi,  to  push  the  window 
against  the  atheromatous  plaque.  The  cutter  is  withdrawn,  the  drive 
unit  is  turned  on,  and  the  spinning  cutter  is  slowly  advanced  across 
the  window,  shearing  off  the  tissue  in  the  process  (Figure  1 ).  The 
balloon  is  deflated  and  the  catheter  is  torqued  manually  45°  to  90° 
to  orient  the  window  to  a different  part  of  the  plaque.  The  process 
is  then  repeated.  The  cuts  are  generally  made  circumferentially 
(360°)  or  directionally  if  the  plaque  is  eccentric,  with  progressively 
increasing  balloon  inflation  pressures,  to  allow  for  deeper  cuts.  A 
larger  device  can  be  used  if  the  end  result  is  less  than  satisfactory 
(the  AtheroCath  is  available  in  3 sizes:  5F,  6F  and  7F). 

Simpson  had  previously  recommended  leaving  a residual 
lesion  of  no  more  than  30%.  The  current  practice  is  to  make  the 
vessel  as  normal  appearing  as  possible  as  there  is  increasing 
evidence  to  suggest  that  a more  complete  atherectomy  reduces 
restenosisF 

The  patients  are  all  premedicated  with  aspirin  and  fully 
anticoagulated  with  intravenous  heparin  at  the  time  of  the  proce- 
dure, maintaining  an  activated  clotting  time  of  >350  sec.  Post- 
procedure, becau.se  of  the  size  of  the  arterial  sheath,  close  attention 
must  be  paid  to  the  circulatory  status  of  the  distal  extremity.  It  is 
common  practice  to  remove  the  sheath  on  the  same  day. 

The  concept  is  highly  attractive,  ie  the  mechanical  removal  of 
the  offending  plaque.  In  reality,  much  of  the  angiographic  im- 
provement following  DCA  is  due  to  the  Dotter  effect,  much  akin 
to  the  mechanism  of  PTCA  action — a physical  dilatation  of  the 
lumen  with  the  catheter  and  the  inflated  balloon"*.  Therefore,  it 
behooves  the  operator  to  avoid  using  excessively  high  inflation 
pressures,  such  that  there  is  more  cutting  and  less  dottering.  It  is 
estimated  that  actual  tissue  removal  contributes  to  about  25%  of  the 
angiographic  luminal  improvement. 


Department  of  Cardiology  and  Cardiovascular  Surgery 
Straub  Clinic  & Hospital 

University  of  Hawaii,  John  A Burns  School  of  Medicine  (Continued  on  page  326)  ^ 
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CORONARY  ATHERECTOMY  {continued  from  page  325) 


Case  reports 

Case  No.  1 is  a 70-year-old  housewife  with  hypertension, 
hypercholesterolemia,  type  II  diabetes  mellitus  and  idiopathic 
hypertrophic  subaortic  stenosis  (IHSS ).  She  had  exertional  angina 
and  was  found  to  have  serial  (75%,  90%)  proximal  left  anterior 
descending  (LAD)  and  80%  proximal  ramus  intermedius  lesions, 
with  vigorous  left  ventricular  (LV)  systolic  function  and  ejection 
fraction  (EF)  over  75%.  She  had  undergone  successful  PTCA  of  the 
above  lesions.  Three  months  later,  she  had  recurrent  angina  and 
was  found  to  have  restenosis  of  a proximal  LAD  lesion  to  90%. 

She  underwent  DCA  of  her  obstmction  with  a 6 French  DVI 
(Devices  for  Vascular  Intervention,  Inc.,  Redwood  City,  California) 
Simpson  AtheroCath  at  our  facility.  The  maximum  pressure  was  25  psi 
and  a total  number  of  9 cuts  were  made  circumferentially,  reducing  the 
lesion  initially  to  0%,  with  six  pieces  of  tissue  removed.  About  half  an 
hour  later,  the  patient  developed  abmpt  hypotension  (50  to  60  mmHg 


Figure  1 . Mechanism  of  directional  coronary  atherectomy  (DCA). 


Coronary  artery  with  an  eccentric  stenosis.  A 0.014-inch 
guide  wire  has  just  been  threaded  across  the  lesion. 


Over  the  guide-wire,  the  DVI  Simpson  AtheroCath  is  ad- 
vanced across  the  obstruction  with  the  window  facing  the  bulk 
of  the  eccentric  lesion.  Note  that  the  wire  is  coaxial;  it  runs 
through  the  center  of  the  catheter  including  the  cutter  (shaded 
black).  The  cup-shaped  cutter  is  pulled  back  proximally 
before  the  cut. 


The  balloon  is  inflated  to  1 5 psi  pushing  the  window  firmly  into 
the  plaque. 


The  drive  unit  is  turned  on,  spinning  the  cutter  at  2,000  rpm. 
The  cutter  then  is  gently  and  slowly  advanced  across  the 
window,  shaving  off  the  plaque  in  the  process.  The 
atherectomized  tissue  is  pushed  distally  into  the  soft  nose 
cone,  which  serves  as  a reservoir. 


After  the  cut(s),  the  catheter  and  guide-wire  are  withdrawn. 


systolic)  without  chest  discomfort  or  electrocardiographic  ST-T  wave 
changes.  She  also  had  recurrent  ventricular  tachycardia-fibrillation, 
requiring  direct-current  cardioversion. 

An  intra-aortic  balloon  counterpulsation  (lABP)  catheter  was 
inserted  and  1:1  counterpulsation  was  begun.  Angiography  re- 
vealed complete  occlusion  of  the  LAD  beyond  the  site  of 
atherectomy.  The  vessel  was  dilated  with  a 2.5  mm  coronary 
perfusion  catheter.  Even  though  patency  was  achieved  within  15 
minutes  from  the  onset  of  hypotension,  the  patient  remained  in 
shock.  She  was  intubated  and  ventilated  artificially.  There  was  a 
large  output  of  pinkish  fluid  from  the  endotracheal  tube,  consistent 
with  pulmonary  edema.  Systolic  pressure  was  only  30mmHg 
despite  maximal  pressor  and  mechanical  support. 


Figure  2A.  Case  No.  2.  Ninety  percent  proximal 
left  anterior  descending  (LAD)  stenosis. 


Figure  2B.  Seven  F AtheroCath  across  obstruction. 
The  spinning  cutter  is  one-third  the  way  across  the 
cutting  window. 


Figure  2C.  Same  lesion  post  DCA  with  residual 
stenosis  of  1 0%. 
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The  riglit  femoral  artery  aiul  vein  were  eaiiiuilaled  and  extra- 
eoiporeal  eardiopulmonary  bypass  witli  lire  CPS  system  was 
begun.  Slie  was  moribund  when  she  was  brought  to  the  operating 
room.  She  reeeiv  ed  saphenous  venous  grafting  of  her  LAD  and 
right  eoronary  ailery  (whieh  had  a 50%  proximal  lesion).  The 
eulprit  \essel  was  inspeeted:  tliere  was  good  antegrade  tlow 
without  thrombus  or  perforation. 

Somewliat  suiprisingly,  she  was  easily  weaned  from  eardio- 
pulmoniu-y  bypass  with  the  first  attempt  in  the  operating  room.  lABP 
and  pressor  support  were  diseontinued  by  the  fourth  postoperative  day. 
Tlie  maximum  creatine  kina,se  (CK)  was  4,829  unit.s/L  (8.0%  MB). 

She  expired  8 months  post-procedure  from  respiratory  failure 
and  urinaiw  sepsis. 

Case  No.  2 is  a 6 1 -year-old  retired  man  with  a 45  pack-year 
smoking  history  and  hypercholesterolemia.  He  had  exertional 
chest  pressure;  the  treadmill  stress  test  was  positive.  Catheterization 
revealed  a 90%  proximal  LAD  lesion,  90%  proximal  circumflex 
marginal  lesion  and  distal  right  coronary  artery  disease.  EF  was 
normal  at  60%.  He  had  successful  PTC  A of  the  LAD  and  marginal 
lesions  (to  30%  and  10%  respectively). 

Chest  pain  recurred  with  restenosis  of  the  LAD  lesion  to  90% 
(Figure  2A).  Successful  DCA  was  performed,  using  first  a 6F  DVI 
Simpson  AtheroCath  with  a series  of  16  circumferential  cuts 
(maximum  pressure  35  psi).  This  was  followed  by  a 7F  AtheroCath 
with  4 cuts  (maximum  pressure  of  20  psi )( Figure  2B).  The  lesion 
was  reduced  to  10%  (Figure  2C).  Moderate  amounts  of  tissue  were 
removed  (Figure  3).  CK  was  normal  post  procedure.  The  patient  is 
well  after  1 year  of  follow-up. 

Case  No.  3 is  a 49-year-old  man  with  hypertension  and  former 
smoking  history.  In  1979,  because  of  angina,  he  had  a cardiac 
catheterization  done  which  revealed  LAD  disease.  In  1 989,  he  had 
1 -vessel  saphenous  vein  grafting  of  the  LAD  done  elsewhere.  In 
early  1 99 1 , he  nearly  drowned  while  bodysuifing.  After  struggling 
back  to  shore,  he  developed  severe,  relentless  chest  pain.  He  was 
admitted  to  our  facility  with  a non-Q  wave  myocardial  infarction. 
CK  was  794  units/L  (11.3%  MB ). 

A thallium  treadmill  test  was  positive  for  an  anterolateral 
ischemic  defect.  Catheterization  revealed  an  80%  mid-lesion  in  the 
LAD  venous  graft,  with  total  occlusion  of  the  LAD  proximally 
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Figure  3.  Atheromatous  tissue  removed  from  the  proximal  LAD 
in  patient  Case  No.  2. 


(f  igure  4A).  'Hiere  was  moderate  anterior  hypokinesis,  with  EF  of 
60%.  He  underwent  successful  DCA  of  the  graft  lesion,  with  a 7F 
AtheroCath,  employing  16  circumferential  cuts  (maximum  pres- 
sure 35  psi)  (Figure  4B).  The  lesion  was  reduced  to  10%  (Figure 
4C ).  CK  was  normal  post-procedure.  The  patient  remains  pain-free 
on  10-month  follow-up. 

Case  No.  4 is  a 68-year-old  retired  man  with  hypertension.  He 
had  onset  of  severe  chest  pain  in  late  1991,  with  acute  anterior  Ml. 
Catheterization  revealed  a 90%  proximal  LAD  lesion  involving  a 
diagonal  branch  which  had  a 90%  ostial  occlusion  as  well.  Both 
occlusions  were  dilated  to  20%  by  PTCA.  With  recurrent  angina, 

(Continued  on  page  328)  > 


Figure  4A.  Case  No.  3.  Eighty  percent  mid-lesion  in 
saphenous  vein  graft  to  LAD. 


Figure  4B.  Seven  F AtheroCath  across  obstruction 
in  graft,  with  cutter  pulled  back  proximally. 


Figure  4C.  Same  lesion  post  DCA  with  residual 
stenosis  of  10%. 
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he  was  found  to  have  restenosis  of  his  LAD  lesion  to  80% 
eccentrically  and  the  diagonal  obstaiction  to  90%  (Figure  3A). 

The  LAD  lesion  responded  to  a successful  DCA  with  a 6F 
AtheroCath  ( 1 1 cuts  with  maximum  pressure  20  psi).  Moderate 
amounts  of  tissue  were  removed.  The  lesion  was  reduced  to  less 
than  20%.  An  attempt  was  made  to  make  this  perfect  with  a 7F 
AtheroCath.  with  5 cuts  at  low  pressure  ( 1 0 psi ).  Unfortunately,  this 
did  not  remove  more  tissue  but  left  the  vessel  with  a small  nose 
cone-induced  dissection  distal  to  the  site  of  atherectomy  (Figure 
5B).  which  was  stable  and  acceptable  in  appearance  (by  repeat 
catheterization  next  morning).  The  ostial  diagonal  obstruction  had 
successful  balloon  dilation  to  20%. 

CK  was  negative  afterward.  The  patient  is  well  after  8-month 
follow-up. 

Discussion 

Our  results 

Our  cases  are  fairly  typical  of  the  routine  patients  considered 
for  DCA.  Retrospectively,  the  choice  of  Case  No.  1 is  suboptimal 
because  of  underlying  IHSS.  We  now  believe  that  IHSS  constitutes 
a major  risk  factor  for  catheter  interventional  techniques  for  the 
LAD,  the  rationale  of  which  we  have  reported  elsewhere'’.  In  our 
case,  the  vessel  underwent  abrupt  closure,  probably  from  dissec- 
tion and/or  spasm.  Even  though  patency  was  reestablished  within 
15  minutes  after  acute  occlusion,  the  marked  stunning  of  the 
massively  hypertrophied  septum  had  led  to  shock,  worsening 
ventricular  compliance  and  outflow  obstruction,  further  decrease 
in  coronary  perfusion  and  spiraling  hemodynamic  consequences. 
We  could  not  employ  nitrates  or  calcium  entry  blockers  because  the 
patient  was  profoundly  hypotensive.  Immediate  establishment  of 
extracorporeal  bypass  percutaneously  allowed  us  to  peifuse  the 
brain  and  vital  organs.  The  ensuing  hypothermia  and  cardiac 
decompression  during  emergent  bypass  presumably  helped  reduce 
myocardial  oxygen  demand  and  relax  the  stiff  septum  leading  to 
hemodynamic  recovery. 

The  other  cases  were  relatively  simple.  The  technique  left  a 
very  satisfactory  angiographic  result  (smooth  lumen,  little  to  no 
residual  stenosis). 

The  equipment  is  rather  cumbersome.  The  guiding  catheters 
from  DVI  were  difficult  to  maneuver,  the  1 OF  being  superior  to  the 
1 1 F.  The  AtheroCath  device  is  a throwback  to  the  early  days  of 
PTCA.  The  trackability  is  quite  poor,  and  lesions  beyond  an  acute 
bend  are  virtually  inaccessible.  We  also  are  concerned  about  the 
ever-present  risk  of  dissecting  the  vessel  with  the  stiff  distal  casing, 
as  seen  in  Case  No.  4.  For  native  coronary  aiteiy  stenosis,  it  has 
been  our  practice  to  restrict  the  use  of  DCA  to  restenosis  after 
previous  PTCA  or  for  very  eccentric  primary  lesions.  In  bypass 
grafts,  we  consider  it  as  a first  line  catheter  interventional  tech- 
nique, in  part  because  the  graft  size  frequently  exceeds  that  of  the 
largest  PTCA  balloon. 

Primary  success  rate  of  DCA 

Since  this  is  a rapidly  growing  field,  much  of  the  data  is 
available  only  in  abstract  form,  and  the  same  groups  of  patients  are 
reported  in  various  permutations. 

The  multicenter  SHAVE  (Steerable  Housing  for 
AlheroVascular  Excision)  study,  with  an  experience  of  480  pa- 
tients, revealed  that  the  technique  resulted  in  a primary  success  rate 


Figure  5A.  Case  No.  4.  80%  eccentric  LAD  lesion  with  90%  ostial 
diagonal  stenosis. 


Figure  5B.  Residual  LAD  lesion  of  20%  post-DCA  (note  small  intimal 
dissection)  and  residual  diagonal  stenosis  of  20%  post-  PTCA. 


close  to  90%.“  Noncalcified  lesions  were  better  than  calcified. 
There  was  a trend  favoring  LAD  (over  circumflex)  and  proximal 
(over  ostial)  lesions.  The  study  had  a significant  selection  bias 
because  patients  with  tortuous  vessels,  diffuse  disease  or  moderate 
to  dense  calcification  were  excluded.  Thus  the  results  are  not 
directly  comparable  to  those  undergoing  PTCA  (which  in  experi- 
enced hands  has  a primal^  success  rate  of  96%  to  97%,  for  all 
lesions).  A steep  learning  curve  was  also  noted  in  the  SHAVE  .study. 

Subsequently,  the  Sequoia  group  (which  contributed  the  larg- 
est percentage  of  patients  to  the  various  multicenter  studies) 
reported  the  results  of  its  848  procedures^  Their  success  rate  had 
increased  over  time  (37%  in  1987  and  90%  in  1989  and  1990), 
attesting  to  the  validity  of  the  learning  curve.  Eactors  associated 
with  a lower  success  rate  were:  Calcified,  angled  orde  novo  lesions 
and  the  use  of  too  small  a device. 

The  American  College  of  Cardiology/American  Heart  Asso- 
ciation Task  Force  Report  on  the  Guidelines  for  PTCA*,  classified 
coronary  lesions  into  types  A,  B and  C (Table  1 ) with  type  A 
occlusions  anticipating  the  highest  yield  and  lowest  risk.  Ellis  et  aP, 
in  their  study  of  400  stenoses,  recognized  that  DCA,  like  PTCA, 
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contbnnod  \ ery  ckisoly  to  those  crileria  Ibr  siieccss  and  coniplica- 
tions.  The  success  rates  v\ere;  Type  A 93%.  type  Bl  88%,  type  B2 
7.3%  (tliere  were  tor)  few  type  C lesions  for  analysis). 

Acute  complications 

Abrupt  closure  occurred  in  4.2%  of  eases  in  the  nuiltieenter 
study'*’.  This  was  higher  in  primary,  eccentric,  and  right  coronary 
artery  lesions.  Abrupt  closure  was  inversely  related  to  the  number 
of  specimens  obtained  ( ie,  the  more  removed  the  better)  and  tended 
to  be  lower  w ith  saphenous  venous  grafts  tp=  0.08).  Two-thirds  of 
patients  with  abrupt  closure  suffered  an  MI. 

Coronary  perforation  occuned  in  1.3%  of  cases,  none  of 
whom  developed  tamponade,  though  one-third  of  the  patients 
needed  emergent  bypass  surgery".  The  presence  of  media  and 
especially  adventitia  in  the  excised  specimens  was  coirelated 
strongly  with  this  outcome. 

The  in-hospital  death  rate  reported  by  the  Sequoia  group  was 
0.35%^ 

There  is  some  concent  about  peripheral  vascular  complica- 
tions because  of  the  large  size  of  the  arterial  sheaths  and  guiding 
catheters.  Thus  far,  an  increased  incidence  has  not  been  reported  in 
literature. 

Lesion  morphology  was  found  by  Ellis  et  aE  to  have  a sig- 
nificant influence  on  major  ischemic  complications  (death,  myo- 
cardial infarction  and  emergency  bypass  surgery  ).  The  complica- 
tion rates  were:  Type  A 3%.  type  Bl  6%.  type  B2  13%,  type  C too 
few  to  analyze.  In  addition,  they  discovered  that  stenosis  with 
angulation,  proximal  tortuosity,  decreased  preatherectomy  mini- 
mum lumen  dimension  and  calcification  coirelated  independently 
w'ith  adverse  outcome.  Extrapolating  these  data,  it  may  be  fair  to 
estimate  a major  complication  rate  of  4%  to  5%  in  experienced 
hands,  with  a death  rate  of  approximately  0.5%. 

Restenosis 

Restenosis  is  the  achilles’  heel  of  PTCA  and,  therefore,  the 
yardstick  by  which  all  new  catheter  interventional  techniques  will 
be  measured.  At  least  several  mechanisms  are  involved:  The  elastic 
recoil  of  the  vessel  wall,  the  activation  of  the  hemostatic  system  and 
the  stimulation  of  smooth  muscle  proliferation  post-injury. 
Debulking  the  plaque  with  DCA  may  reduce  elastic  recoil;  producing 
a smoother  surface  may  cau.se  less  thrombogenesis  and  smoother  flow 
and  hopefully  less  activation  of  platelet-derived  growth  factors. 

The  Sequoia  group  reported  that  restenosis  (defined  as  >50% 
stenosis  evaluated  at  6 months)  occuired  in  36%  of  native  coronar- 
ies (31%  in  primary  and  40%  in  restenosed  lesions)  and  62%  in 
saphenous  venous  grafts.' 

At  first  glance,  DCA  does  not  appear  to  offer  significant 
advantage  over  PTCA  in  terms  of  restenosis.  To  address  the 
question,  the  major  randomized  CAVEAT  (Coronary  Angiopla.sty 
Versus  Excisional  Atherectomy  Trial)  has  been  started  in  August. 
1991,  with  the  aim  of  reemiting  1,000  patients  by  July,  1992.  The 
final  report  is  expected  by  the  end  of  1992.  This  hopefully  will 
provide  the  much  needed  answers.  Interestingly,  Simpson  has 
noted  anecdotally  that  in  one  of  his  patients  with  repeated 
atherectomies  the  successive  specimens  showed  progressively 
decreased  proliferative  elements.  If  this  observation  can  be  ex- 
tended to  more  patients,  the  solution  to  restenosis  post  DCA  may 
well  be:  “Keep  shaving  until  it  stops  coming  back”. 


Table  1.  ACC/AHA  Task  Force  assigned  characteristics 
of  PTCA  Type  A,  B,  C lesions®,  as  applied  to  DCA,  with 
success/risk  rates  per  Ellis  et  al®. 

A* 

B** 

c*** 

discrete 

readily  accessible 

nonangulated 
nontotal 
no  side  branch 

no  Ca++ 
no  thrombus 
nonostial 
concentric 
smooth  contour 

1 0-20mm 
moderate  proximal 
tortuosity 
>450,  <900 
total  (<3months) 
protectable  side 
branch 

moderate-heavy  Ca+'' 

thrombus 

ostial 

eccentric 

irregular  contour 

>20mm 

excessive  proximal 

tortuosity 

>900 

total  (>3months) 
unprotectable  side 
branch 

degenerated  friable 
vein  graft 

success  93% 

success  Bl  88% 

B2  75% 

risk  3% 

risk  Bl  6% 

B2  13% 

* a type  A lesion  has  to  fulfill  all  of  the  following  criteria. 

* * a type  B lesion  has  any  one  of  the  following  criteria.  Type  B 

has  one  characteristic,  type  B2  has  2. 

* * * a type  C lesion  has  any  one  of  the  following  criteria. 

Advantages  over  PTCA 

For  highly  eccentric  and  ulcerated  lesions,  DCA  is  unques- 
tionably superior  to  balloon  dilatation  in  achieving  satisfactory 
angiographic  results  immediately,  offering  smoother  lumen  and 
less  residual  stenosis.  For  elastic  lesions,  typically  in  the  proximal 
LAD.  this  technique  also  offers  a clear  edge. 

DCA  also  may  be  a good  salvage  tool  for  localized  dissections 
after  balloon  angioplasty.  These  flow-occluding  tissue  flaps  are 
generally  very  responsive  to  atherectomy. 

At  the  same  time,  directional  atherectomy  offers  a unique 
opportunity  to  obtain  viable  tissue  for  the  study  of  atherogenesis, 
and  this  is  being  actively  pursued  both  at  the  microscopic'-  and 
molecular'’  levels,  eg  it  has  been  found  that  smooth-muscle-cell 
migratory  velocity  is  much  higher  and  human  non-muscle  myosin 
heavy  chain-B  mRNA  is  present  in  greater  abundance  in  restenotic 
than  in  primary  plaque  material. 

Atherectomy  by  other  means 

Mechanical  Rotational  Atherectomy  (MRA)  or  Percutaneous 
Transluminal  Coronary  Rotational  Ablation  (PTCRA)  is  done  by 
the  Rotablator  (Heart  Technology,  Inc.,  Bellevue.  Washington). 
This  instniment  consists  of  an  olive-shaped  brass  burr  coated  with 
fine  diamond  chips  and  connected  to  a flexible  drive  shaft.  The  buiT 
can  rotate  at  rates  of  140,000  to  190,000  rpm,  driven  by  a com- 
pressed air  turbine.  The  lesion  is  first  crossed  by  a special  coaxial 
0.009-inch  guide-wire.  The  rotating  burr  is  then  pushed  across  the 
lesion,  pulverizing  the  plaque  into  microparticles  of  less  than  5 
micron  diameter,  which  embolize  distally  into  the  coronary  micro- 

{Coutiuiied  on  page  330)  >■ 


Hawaii  Medical  Journal — Vol.  51,  No.  12 — December  1992 


329 


CORONARY  ATHERECTOMY  (continued  from  page  329) 


vasculature  and  are  cleared  by  the  reticuloendothelial  system. 
Initial  results  were  encouraging‘‘’'‘-\  The  immediate  success,  com- 
plication and  restenosis  rates  are  equivalent  to  PTCA.  The  device 
is  promising  for  calcified  lesions  and  diffuse  disease  as  well  as  in 
tortuous  vessels.  However,  at  least  a third  of  the  MRA  patients 
require  adjunctive  PTCA.  Furthermore,  about  13%  of  patients 
demonstrate  significant  CK  rise  (>200  U/L  with  MB  >7.5  ng/ml ) 
up  to  24  hours  post  procedure'*. 

The  Transluminal  Extraction  Catheter  (TEC)  (Interventional 
Technologies.  Inc..  San  Diego.  California),  is  the  least  well- 
known  of  the  3 atherectomy  devices.  It  consists  of  a hollow  torque 
tube  with  a distal  cutting  cone  of  2 stainless  steel  blades.  The  lesion 
is  first  crossed  over  by  a special  stiff  0.014-inch  guide-wire.  The 
conical  cutter  is  then  rotated  at  750  ipm  by  a battery-operated  drive 
unit.  Lactated  Ringer's  solution  is  continuously  infused  through 
the  guiding  catheter  and  the  debris  is  suctioned  through  the  hollow 
tube  into  a collecting  vacuum  bottle.  The  experience  with  this 
device  is  limited.  So  far.  it  does  not  appear  to  offer  any  significant 
advantage  over  PTCA'^  except  that  it  seems  to  work  well  in 
thrombus-containing  lesions'*  ( hence  a potential  role  in  acute  MI ), 
diffuse  disease  and  ostial  disease''*.  A fairly  large  volume  of  blood 
may  be  aspirated  along  with  the  debris.  At  least  two-thirds  of 
patients  require  adjunctive  PTCA  following  this  technique.  By 
comparison,  less  than  15%  of  patients  undergoing  DCA  require 
additional  balloon  dilatation. 

The  3 methods  of  doing  atherectomies,  at  their  current  level 
of  development,  have  not  surpassed  PTCA  in  terms  of  ease  of  use 
or  general  applicability  and  are  likely  to  serve  as  supplemental 
techniques.  Within  that  framework,  the  3 actually  complement 
each  other.  For  example,  for  elastic  lesions,  DCA  and  TEC  are 
quite  suitable.  For  diffuse  disease  or  for  distal  lesions  in  small 
vessels,  MRA  may  be  better.  For  lesions  containing  thrombus  or 
for  obstructed  degenerative  saphenous  venous  grafts  with  copi- 
ous, cheesy  atheromatous  material,  TEC  has  the  advantage.  For 
ulcerated  lesions,  localized  dissections  and  flaps,  DCA  should  be 
considered.  Of  the  3,  MRA  may  be  the  most  user-friendly. 

Beyond  PTCA  and  atherectomies 

The  field  of  catheter  interventional  techniques  is  rapidly 
advancing.  Lasers  are  gaining  a strong  foothold.  Excimer  laser 
coronary  angioplasty  (ELCA)  already  has  been  approved  by  the 
FDA  for  use  in  diffuse  coronary  disease  and  will  likely  have  a 
useful  role  in  total  occlusions  and  saphenous  venous  graft  lesions, 
including  those  appearing  degenerative  Other  fonns  of  laser 
energy  sources  and  naked-beam/heated-balloon  catheters  are  un- 
der development.  Various  forms  of  intracoronary  stents''  also  are 
being  studied  for  treatment  of  acute  dissections/abrupt  closure  and 
for  the  long-term  prevention  of  restenosis. 

Ultimately,  the  solution  may  be  at  the  molecular  level  with 
development  of  antibodies  or  factors  that  will  antagonize  smooth 
muscle  proliferation  and  atherogenesis'-  and  with  the  early  iden- 
tification of  genomes  that  are  atherosclerosis  prone,  so  that  rigid 
control  of  risk  factors  and  other  preventive  measures  can  be 
instituted  at  a young  age. 
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Conclusion 

We  have  presented  our  early  experience  in  4 patients  who 
underwent  directional  coronary  atherectomy.  It  is  a helpful  ad- 
junctive technique  to  PTCA;  however,  there  is  a steep  learning 
curve  and  careful  patient  selection  is  the  key  to  success.  The 
currently  available  equipment  is  quite  cumbersome  and  needs 
refinement.  We  have  confined  its  use  to  recurrent  or  eccentric 
native  coronary  lesions  and  to  primary  lesions  in  clean  saphenous- 
venous  bypass  grafts.  Whether  the  procedure  is  more  effective 
than  PTCA  in  reducing  restenosis  may  be  answered  by  an  ongoing 
controlled  trial.  We  look  forward  to  the  arrival  of  other  catheter 
techniques,  lasers  and  stents.  It  is  highly  likely  that  with  the 
additional  armamentarium  consisting  of  atherectomy,  laser,  and 
stents  that  most  coronary  obstructions  will  be  amenable  to  catheter 
intervention;  emergency  coronary  bypass  for  failed  PTCA  will  be 
a thing  of  the  past.  However,  we  are  not  looking  forward  to  the 
proliferation  of  molecular  biologists,  who  may  make  interventional 
cardiologists  and  cardiovascular  surgeons  a thing  of  the  past. 
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. . . distance  not  an  obstacle  anymore 


Neonatal  survival  during  a 2,500-mile  flight 
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Neonatal  respiratory  failure,  no  matter  what  the  cause,  may 
not  always  respond  to  standard  mechanical  ventilation  techniques. 
If.xtracorporeal  membrane  oxygenation  has  emerged  over  the  last 
15  years  as  an  adjunct  to  the  treatment  of  these  babies  with  a 
greater  than  80%  sunival  nationwide. 

Limited  resources  and  personnel  costs  can  he  prohibitive, 
forcing  regionalization  of  extracorporeal  membrane  oxygenation 
(ECMO)  centers.  Geographic  distance  from  a center  should  not 
limit  its  potential  application,  however.  Familiarity  with  the 
technique,  early  application  of  the  modality  and  the  availability  of 
medical  air  transport,  allows  for  referral  and  tramsfer  of  neonates 
over  great  distances  with  e.xcellent  results  and  outcomes. 

We  present  a case  of  re.spiratoty  failure  in  a neonate  trans- 
ported 2,500  miles  for  ECMO  therapy  with  an  excellent  outcome 
and  a rapid  return  home. 

Introduction 

Neonatal  respiratory  failure  secondary  to  meconium  aspira- 
tion, sepsis,  diaphragmatic  hernia  and  respiratory  distress  syn- 
drome can  be  successfully  treated  with  extracoiporeal  membrane 
oxygenation  (ECMO)  with  an  80%  survival  and  minimal  mortal- 
ity'^ The  treatment  of  neonatal  respiratory  failure  with  prolonged 
veno-arterial  extracoiporeal  oxygenation  is  a considerable  under- 
taking, however,  and  requires  a significant  commitment  on  the 
part  of  those  involved,  with  continuous  nursing,  technician  and 
physician  coverage  for  what  may  be  many  weeks.  A consistent 
demand  for  such  service  and  a significant  population  base  of 
potential  patients  is  needed  to  keep  an  ECMO  team  optimally 
trained,  and  the  required  equipment  used  in  order  to  be  cost- 
effective.  Because  of  these  constraints,  ECMO  centers  have 
become  regionalized,  with  many  major  metropolitan  teaching 
hospitals  now  having  a 24-hour  on-call  ECMO  team  treating  two 
or  more  neonates  a month. 

Although  it  may  be  possible  to  document  the  periodic  need 
for  ECMO  in  various  locales,  limited  resources  and  personnel 
make  the  creation  of  an  ECMO  service  economically  infeasible  at 
many  medical  centers.  The  presence  of  an  efficient,  on-call. 
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medical  air-transport  system,  especially  when  dealing  with  great 
distances,  makes  the  need  for  a low-volume,  high-cost  local 
ECMO  center  less  critical.  Such  medical  air-transport  has  been 
shown  to  optimize  care  for  neonatal  and  pediatric  patients  at 
regional  medical  centers,  regardless  of  distance,  in  a number  of 
disease  states,  including  respiratory  failure’"'^. 

We  present  a case  of  a Hawaii  newborn  who  had  progressive 
respiratory  failure  and  pulmonary  hypertension  due  to  severe 
meconium  aspiration,  and  who  was  successfully  transferred  by 
military  medical  evacuation  aircraft  over  2,500  miles  from  Hono- 
lulu to  Los  Angeles  and  UCLA  Medical  Center  for  ECMO  with 
an  excellent  outcome. 

Case  Study 

A 3.65  kilogram  infant  was  bom  by  spontaneous  vaginal 
delivery  2 hours  after  rupture  of  membranes,  to  a healthy  gravida 
1 , para  0 woman  who  had  had  good  prenatal  care  at  42  weeks’ 
gestation.  Delivery  was  complicated  by  the  cord  around  the 
infant's  neck,  meconium  staining  of  the  skin  and  aspiration  of 
meconium.  Oro-tracheal  suctioning  at  delivery  revealed  small 
amounts  of  blood-tinged  meconium  from  below  the  vocal  cords 
on  4 tries.  Apgar  scores  were  4,  6,  and  8 at  1,3  and  10  minutes 
respectively.  The  baby  developed  progressive  cardiopulmonary 
insufficiency  requiring  intubation  with  an  FiO^of  1.00,  pressure 
settings  of  37/9  cm  H,0,  and  a ventilatory  rate  of  1 20/min  in  order 
to  maintain  a pO,  above  40  torr.  Serial  chest  roentgenograms 
showed  progressive  opacification  of  both  lung  fields  with  wors- 
ening bilateral  air  bronchograms.  The  baby  required  dopamine 
and  dobutamine  infusions  to  support  blood  pressure  and  continuous 
i.v.  fentanyl  citrate  for  .sedation. 

At  this  point,  the  neonatology  physicians  communicated  with 
the  UCLA  ECMO  team  regarding  transfer  to  UCLA  Medical 
Center  for  evaluation  and  for  ECMO  should  the  baby’s  condition 
continue  to  deteriorate.  Intracranial  hemorrhage  and  cardiac  struc- 
tural abnormalities  were  ruled  out  by  ultrasound  study  in  Hawaii 
prior  to  transport.  Anangements  were  made  for  air  evacuation  to 
Los  Angeles  by  military  air  ambulance.  The  infant  was  accompa- 
nied by  a neonatologist  and  a medical  flight  nurse  in  accordance 
with  American  Academy  of  Pediatrics  guidelines''*. 

The  patient  airived  in  Los  Angeles  at  37  hours  of  age  after  a 
6-hour  flight.  At  that  time  she  weighed  4. 1 8 kg,  a 0.53  kg  (15%) 
increase  in  weight  as  a result  of  vigorous  fluid  resuscitation 
necessary  to  maintain  reasonable  cardiopulmonary  perfusion  pa- 
rameters. Dopamine  ( 15  meg/kg/min)  and  dobutamine  (17  meg/ 
kg/min ) were  required  to  maintain  a systolic  blood  pressure  of  65 
and  a heart  rate  of  1 20  beats  per  minute.  Arterial  blood  gas  on 
ventilator  settings  of  FiO,  - 1 .00,  rate  80/min  and  pressures  of  34/ 
4 cm  H,0  resulted  in  a pH  of  7.52,  pCO^  3 1 torr  and  pO^  49  torr. 
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'I'lic  oxygcnalion  index  (Ol)  was  calculalcd  at  0.41  and  the 
alveolar-arterial  oxygen  dilTerenee  (AaDO,)  was  633  Urrr.  How- 
ever. eonservative  inedieal  nianagenient  was  not  sueeesslul  in 
re\'ersing  the  pninionary  hypertension  and  respiratory  I'ailiire. 
Therefore,  the  patient  was  plaeed  on  ECMO  at  37  hours  of  life. 
After  initiation  of  ECMO,  ventilator  settings  were  immediately 
redueed  to  EiO,  - 0.30,  rate  1 5/min  and  pressures  of  24/ 1 4 em  H,0. 
Blood  gas  results  showed  an  ailerial  oxygen  saturation  of  99  to 
100%  with  a mixed  venous  saturation  of  80%.  doeumenting  good 
oxygen  delivery  and  normal  peripheral  tissue  oxygen  extraction. 
ECMO  Hows  approximating  80%  partial  cardiopulmonary  bypass 
were  maintained  for  24  hours;  then  the  infant  was  rapidly  weaned 
as  she  demonstrated  decreasing  pulmonary  hypertension  and 
improving  pulmonai^  function  at  ventilator  settings  while  at  rest. 
The  infant  was  removed  from  ECMO  support  after  66  hours, 
gradually  weaned  off  the  ventilator  overthe  next  72  hours  and  then 
extubated. 

On  day  2 1 of  life,  the  infant  and  her  parents  returned  to  Hawaii 
via  commercial  air  transport  and  without  incident.  The  infant 
continued  to  do  well  on  local  follow-up  in  Hawaii  2 years  later. 

Discussion 

The  treatment  of  respiratory  failure  with  partial  cardiopulmo- 
nary bypass  or  Extracorporeal  Membrane  Oxygenation  originated 
at  the  University  of  California,  Irvine,  under  Robert  Bartlett  MD 
and  associates  in  the  early  1 970s.  Initial  trials  of  ECMO  took  place 
on  severely  ill  patients  with  unresponsive  respiratory  failure  in  all 
age  groups  from  premature  neonates  to  adults.  The  early  studies 
showed  a survival  advantage  only  in  newborns  near  parturition. 
However,  premature  infants  had  a high  incidence  of  intracranial 
hemoixhage  while  on  systemic  anticoagulation.  Adults  showed  no 
improvement  in  survival  when  ECMO  was  applied  instead  of 
standard  mechanical  ventilatory  management  at  that  time. 

The  indications  and  contraindications  for  ECMO  (Table  I ) 
were  derived  from  the  early  experience  of  Bartlett  and  others  who 
began  using  ECMO  to  treat  neonatal  respiratory  failure  unrespon- 
sive to  aggressive  mechanical  ventilatory  support.  These  criteria 
attempt  to  define  the  population  of  neonates  who  have  reversible 
causes  of  pulmonary  hypertension  and  respiratory  failure'^  This 
does  not  include  those  neonates  in  whom  ECMO  might  function 
as  temporizing  therapy,  such  as  being  a bridge  to  cardiac  transplant, 
or  a cardiac  reconstructive  procedure,  or  for  those  in  the  pediatric 


age  group  who  might  benefit  from  ECMO  therapy  ( near-drown  ing, 
pneumonia,  etc).  Cunent  studies  are  attempting  to  determine  the 
applicability  and  efficacy  of  ECMO  in  tho.se  populations. 

Overall  survival  of  neonates  on  ECMO , including  the  various 
causes  of  neonatal  pulmonary  hypertension  and  respiratory  failure 
as  reported  in  the  National  Neonatal  ECMO  Registry,  are  listed  in 
Table  2.  Cumulative  survival  of  the  3,500  neonates  treated  since 
1 972  is  85%'.  These  statistics  are  more  impressive  when  it  is  noted 
that  criteria  for  ECMO  therapy  was  based  on  parameters  calculated 
to  define  a predicted  80%  mortality  with  conventional  mechanical 
ventilator  management. 

The  criteria  used  at  UCLA  are  similar  to  those  used  across  the 
nation  at  other  centers  (Table  3),  although  it  should  be  noted  that 
variability  in  the  criteria  exists  among  ECMO  centers,  based  on 
their  individual  experiences'^  It  is  also  important  to  note  that  these 
are  entry  criteria  for  placing  an  infant  on  ECMO  and  are  not  criteria 
for  transport  to  an  ECMO  center  for  the  purpose  of  evaluation. 

Most  centers  report  that  the  majority  of  ECMO  candidates  are 
transferred  from  other  institutions  to  the  center,  an  experience 
supported  at  UCLA  where  94%  of  patients  treated  were  transferred 
from  other  hospitals. 

The  average  age  of  neonates  placed  on  ECMO  at  UCLA  was 
56*36  hours,  approximately  20  hours  after  admission  to  the 
Neonatal  Intensive  Caie  Unit.  Although  the  usual  en  route  trans- 
port time  to  UCLA  from  the  refeiring  hospitals  for  these  infants 
averaged  less  than  2 hours,  many  of  the  refeixal  calls  were  actually 
initiated  1 2 to  24  hours  prior  to  the  actual  transport  of  the  patients. 
The  time  between  consideration  of  ECMO  at  the  transfeixing 
institution,  acceptance  of  the  refen  al  call  by  the  tertiary  Neonatal 
Intensive  Care  facility  and  the  actual  aixival  of  the  patient  at  UCLA 
was  in  some  cases  as  long  as  24  hours  and  within  a 1 5()-mile  radius 
from  UCLA  Medical  Center.  Because  of  the  short  distances 
involved,  this  delay  did  not  complicate  initiation  of  ECMO 
treatment  in  most  cases;  however,  longer,  out-of-state  transport 
with  travel  times  more  than  5 to  6 hours  might  have  been  more 
difficult. 

The  evidence  from  literature  supports  early  transport  of 
acutely  ill  neonatal  and  pediatric  patients  to  a regional  neonatal 
intensive  care  unit  after  stabilization  as  the  ideal;  such  a system 
maximizes  survival  in  a variety  of  disease  states'^- '^’'f  This  also  has 
been  shown  to  be  true  in  the  adult  age  group'^  '^f 

It  is  impossible  to  predict  at  what  rate  an  infant  with  pulmo- 


Table  2.  National  ECMO  Registry  Center  pooled  survival  data. 

PATHOLOGY  NO. 

PATIENTS 

SURVIVAL  % 

Meconium  aspiration 

1313 

92.5 

RDS 

517 

83.2 

Diaphragmatic  hernia 

546 

62.5 

Pneumonia/sepsis 

366 

76.8 

Air  leak  syndrome 

10 

60.0 

Cardiac 

46 

60.9 

Persistent  fetal  circulation 

456 

86.8 

Other 

81 

84.0 

(Contiiiuecl  on  page  334)  >• 


Table  1.  Criteriafortreatmentof  neonates  with  ECMO. 

1. 

gestational  age  > 35  weeks 

2. 

weight  > 2 kilograms 

3. 

no  structural  cardiac  disease 

4. 

no  intracranial  hemorrhage 

5. 

no  severe  coagulopathy 

6. 

< seven  days  of  assisted  ventilation  (relative  limit) 

or 

< 10  days  assisted  ventilation  (absolute  limit) 

7. 

maximal  ventilator  management 

6. 

respiratory  failure  criteria  (defined  at  each 
institution) 
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Table  3.  ECMO  respiratory  failure  criteria  as  defined  at  UCLA. 


RESPIRATORYFAILURECRITERIAASDEFINEDATUCLA 
Alveolar  arterial  oxygen  difference  (AaD02) 

= barometric  pressure  - water  vapor  pressure 
(47  mm  Fig)  - (p02  + pC02) 

= (760  mm  Hg)  - (47  mm  Fig)  - (p02  + pC02) 

Oxygenation  index  (01) 

Fi02  X p02  divided  by  mean  airway  pressure 


CALCULATIONS  PREDICTIVE  OF  A >80%  MORTALITY3 
AaD02 

>610  mm  Fig  for  8 hours, 

or  >605  mm  Fig  with  a PIP  >38  cm  H2O  for  4 hours 
Oxygenation  index.  (01)  >0.4 


nary  hypertension  and  respiratory  failure  will  deteriorate.  How- 
ever, the  success  treatment  with  ECMO  is  as  much  affected  by 
early  referral  and  expedient  transport  before  the  baby  actually 
meets  ECMO  criteria  as  it  is  by  reason  of  the  severity  of  the 
respiratory  failure.  The  neonate  we  report  tolerated  ECMO  therapy 
without  complication,  survived  her  respiratory  insult  and  did 
extremely  well  in  follow-up  in  great  part  because  of  early  aggres- 
sive therapy  and  early  transport  by  the  neonatology  service  in 
Hawaii,  before  the  need  for  ECMO  was  clearly  defined. 

A regional  ECMO  Center  in  Hawaii  would  obviate  the  need 
for  long-distance  transport,  but  it  would  require  a significant  start- 
up cost  (estimated  at  $250,000)  and  would  require  physician, 
technician  and  nursing  bedside  support  continuously  for  the  entire 
(average  120  hours)  ECMO  therapy  duration.  In  addition,  it  has 
been  recommended  that  such  centers  treat  a minimum  of  2 to  3 


neonates  per  month  in  order  to  maintain  the  competence  and 
certification  of  the  ECMO  personnel,  and  in  order  to  justify  the 
costs  of  running  and  maintaining  an  ECMO  program.  Currently 
the  need  for  ECMO  in  the  State  of  Hawaii  may  not  justify  the 
creation  of  a regional  ECMO  referral  center;  however,  as  the 
health  care  system  in  the  Pacific  Basin  develops,  with  Hawaii  in 
a geographically  centralized  position,  this  need  may  change  and  a 
Hawaii  Regional  ECMO  Refeiral  Center  may  become  necessary. 
Until  that  time  comes,  it  can  be  shown  that  long-distance  transport 
of  severely  ill  neonates  with  pulmonary  hypertension  and  respira- 
tory failure  is  feasible  using  currently  available  transport  systems. 
Excellent  patient  outcomes  are  expected,  given  early  referral  and 
aggressive  stabilization  pre-flight. 
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714-538-3995 

FAX  714-532-8389 
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WBC  Differential 

The  WBC  differential  is  the  relative 
frequency  of  the  white  blood  cell  types  in 
peripheral  blood.  It  is  usually  ordered  to 
identify  any  abnormality  that  may  be 
present  in  the  blood  smear  or  to  compare 
the  cuixent  WBC  population  with  a previ- 
ous study.  When  a WBC  differential  is 
done,  we  assume  that  the  leukocyte  distri- 
bution in  the  blood  smear  corresponds  to 
that  in  the  patient;  a random  sample  of  the 
cells  in  the  smear  is  examined,  and  the 
cells  are  correctly  identified. 

The  WBC  differential  is  one  of  the 
most  frequently  requested  and  often 
overused  laboratory  procedures.  The  re- 
quest for  a differential  is  often  “automatic" 
and  ordered  when  only  a hemoglobin  or 
total  WBC  is  desired.  The  differential  is  a 
labor-intensive  procedure  and  the  avail- 
able automated  systems  do  not  identify  all 
cells  nor  distinguish  such  details  as  the 
difference  between  bands  and  segmented 
neutrophils.  The  usual  textbook  normal 
adult  leukocyte  count,  first  obtained  from 
a study  of  1 05  medical  students,  is  given  as 
5,000  to  10,000  per  pL  with  95%  statisti- 
cal limits  of  4.860  to  10,700  and  the  nor- 
mal differential  is  as  follows': 

Segmented  neutrophils: 

25%  to  69%  or  1450  to  5890/pL 
Juvenile  and  Band  neutrophils: 
0%to  17%or<1450/pL 
Lymphocytes: 

2 1 % to  49%  or  1 490  to  3920/pL 
Monocytes: 

2.5%  to  10.5%  or  140  to  860/pL 
Eosinophils:  0%  to  7%  or  < 570/pL 
Basophils:  0%  to  1 .6%  or  < 124/pL 

The  differential  is  usually  reported  in 
percent  but  the  total  number  per  pL  may  be 
more  meaningful  when  the  total  leukocyte 
level  is  above  or  below  the  nomial  range. 
Studies  of  larger  groups  of  healthy  adults 
have  shown  a normal  total  leukocyte  count 
of  4, 1 00  to  1 0.900  per  pL^  and  bands  up  to 
2, 100  per  pL  with  an  average  of  600\ 
The  classification  of  bands  is  a con- 
tinuing problem  because  many  observers 
still  include  some  of  the  bands  in  the 
segmented  neutrophil  categoi^.  The  dif- 


ference between  a band  and  segmented 
neutrophil  is  seen  at  the  connection  be- 
tween the  lobes  of  the  nucleus.  The  lobes 
of  the  band  nucleus  have  nuclear  material 
between  2 distinct  membranes  whereas 
the  segmented  neutrophil  has  nuclear  lobes 
connected  by  a thread-like  filament  that  is 
so  narrow  there  is  no  visible  chromatin’'. 
Bands  aie  not  separately  identified  and  are 
counted  as  segmented  neutrophils  in  the 
automated  differential.  Myelocytes  are  not 
nonnally  found  in  the  peripheral  blood 
smears  but  may  be  seen  in  buffy  coat 
smears. 

There  are  a number  of  factors  other 
than  disease  that  can  alter  the  WBC  differ- 
ential. These  include  a combination  of 
analytical  and  sampling  variability  and 
physiological  changes.  More  than  750  of 
the  total  variance  in  the  neutrophils,  lym- 
phocytes, monocytes  and  basophils  and 
about  50%  of  the  eosinophil  variance  are 
due  to  factors  other  than  disease^  The 
patient’s  own  daily  variation  is  the  best 
reference  in  assessing  day-to-day  changes. 

Because  of  the  chance  distribution  of 
cells  in  a smear,  analytic  variations  for 
neutrophils  is  at  least  10%,  lymphocytes 
1 5%,  monocytes48%.  eosinphils  52%  and 
basophils  141%.  Much  of  the  variation  in 
the  WBC  differential  is  due  to  the  obliga- 
tory random  variation  that  depends  upon 
the  number  of  cells  counted.  The  larger  the 
number  of  cells  examined,  the  narrower 
the  confidence  limits.  The  sampling  vari- 
ability, therefore,  must  be  considered  be- 
fore deciding  on  the  significance  of  any 
change  in  the  differential. 

Physiologic  fiuctuations  of  the  leuko- 
cytes occur  from  day  to  day  and  during  a 
single  day.  The  total  WBC  count  is  usually 
higher  in  the  aftemoon  and  after  heavy 
muscle  activity,  such  as  exercise  and 
manual  labor;  but  the  diurnal  variation  for 
neutrophils,  monocytes  and  lymphocytes 
is  random  and  not  systematic.  Extremes  of 
heat  or  cold,  emotional  states  (excitement 
or  depression),  pregnancy,  and  some 
medications  (steroids,  digitalis,  etc)  are 
causes  of  leukocytosis.  The  diurnal  varia- 
tion in  healthy  subjects  is  9.4%  for  total 
WBC,  12.9%  for  neutrophils,  10.3%  for 


lymphocytes,  1 8.6%  for  monocytes,  20% 
for  eosinophils  and  7.4%  for  basophils^ 

Frequently  repeated  differentials  are 
expensive  and  almost  worthless.  They 
should  be  limited  to  situations  where  the 
clinical  course  is  not  clear  and  at  long 
enough  intervals  that  the  results  can  affect 
clinical  decisions’.  The  differential  is  of  no 
value  if  the  patient  is  improving  clinically 
and  it  probably  will  not  change  the  man- 
agement of  the  patient  who  is  clinically 
deteriorating  unless  there  are  alternate 
modes  of  treatment. 

Repeat  differentials  are  usually  or- 
dered to: 

1 . Confinn  a previously  abnormal 

differential. 

2.  Evaluate  and/or  monitor  selected 

chronic  diseases: 

a.  Myeloproliferative/ 
myelodysplastic  disorders. 

b.  Chronic  infections. 

c.  Systemic  malignancies. 

d.  Autoimmune  diseases  such 
as  SEE. 

3.  Monitor  therapy: 

a.  Cancer  chemotherapy. 

b.  Drugs  that  suppress  the  bone 
marrow  such  as  clindamycin, 
chloramphenicol,  semi- 
synthetic penicillins, 
gentamicin  and  phenylbutazone. 

The  day-to-day  change  is  considered 
significant  when  the  highest  value  of  a 
sequence  of  counts  exceeds  the  lowest  by 
2 CV  or  3 1 % for  the  total  WBC,  and  46% 
for  PMN  (neutrophils)*.  Another  study 
concluded  that  the  minimum  significant 
change  in  the  total  count  is  50%  and  for 
PMN  was  46%‘'.  Repeat  differentials 
without  a significant  change  in  the  total 
WBC  would  result  in  little  or  no  informa- 
tion'®. The  total  WBC  adequately  predicts 
changes  in  the  neutrophils  in  99%  of  in- 
stances. When  there  is  a risk  for  leukopenia 
because  of  chemotherapy,  the  differential 
is  not  necessary  if  the  total  WBC  is  greater 
than  4,500  per  pL — the  total  WBC  corre- 
lates with  the  neutrophil  count.  If  the  total 
WBC  is  less  than  500  to  1 ,000  per  pL,  the 
neutrophil  count  is  too  low  to  protect  against 
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hospilal-acqiiirod  infections  and  a repeat 
differential  would  not  be  tielpfii  1’.  Repeat 
differentials  at  University  of  California 
Medical  Center  are /;o/ done  unless  there  is 
a significant  change  in  the  total  WBC;  the 
authors  suggest  that  a total  WBC  be  done 
on  alternate  days  or  twice  a week,  and  a 
differential  only  if  the  total  WBC  is  nrice 
or  one  half  the  original  count'*’.  They  also 
suggest  that  all  significant  changes  in  the 
total  count  and  differential  be  verified  on 
the  following  day. 
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64 
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69 
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83 

75 
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87 

80 
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to 
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PENSION 

HEADACHES? 


GET  THE  CURE... 

Are  pension  details  giving  you  a headache?  Call  HICKS  and  get  the  cure.  As  third  Party 
administrators  of  qualified  retirement  plans,  HICKS  offers  complete  support  to  accountants  with 
consulting,  documentation  and  administration  for  their  dients. 

Clients  of  HICKS  enjoy  complete  discretion  of  trust  assets  while  never  having  to  worry  about 
compliance  issues  or  administration  duties.  With  HICKS,  all  required  Trust  Accounting, 
Participant  Allocations,  Government  Reporting  (including  IRS  form  5500)  and  Plan  Amendments 
are  handled.  And,  with  over  21  years  of  experience  behir.d  us,  accountants  enjoy  the  comfort  of 
knowing  their  clients'  plans  are  being  handled  by  the  best  in  the  business! 

So,  if  pension  headaches  are  getting  you  down,  call  HICKS  and  get  the  cure! 


'Self  Trustee  Plans 
'Standardized  Documents 
'Plan  Design  and  Arriendment 
'Actuarial  Services 
'In-House  Continuing  Education 
'Training  for  Accountants 


PEMSiOiM  SEPTviCES 


'Profit  Sharing 
'401(k)  Profit  Sharing 
'Money  Purchase  Pension 
'Target  Benefit  Pension 
'Defined  Benefit  Pension 
'125/Cafeteria  Plans 


CPE 


riiiTnn 


615  Piikoi  Street  • Suite  2020  • Honolulu  HI  96814  • (808)  523-0144 
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Maka  O Ke  Kauka 


Russell  T Stodd  MD 


You  have  not  converted  a man  because 
you  have  silenced  him. 

The  recent  American  Academy  of 
Ophthalmology  annual  meeting  in  Dallas 
was  programmed  to  be  a showdown  for 
those  who  were  seeking  changes  in  the 
Academy  structure  to  allow  greater  direct 
representation  for  the  rank  and  file.  Instead 
it  was  the  bun  fight  at  the  low  key  corral. 
Rather  than  the  anticipated  rebellion,  at- 
tending members  at  the  business  meeting 
accepted  in  toto  the  by-laws  changes  rec- 
ommended by  the  Ad  Hoc  Committee  on 
Organizational  Design,  with  only  a few 
discordant  voices.  It  is  said  that  the  new 
structure  will  be  more  streamlined,  effec- 
tive and  accessible. 

Progress  is  made  on  alternate  Fridays. 

The  National  Practitioner  Data  Bank 
was  established  by  a 1 986  act  of  Congress 
to  rein  in  errant  doctors.  While  hospital 
disciplinary  actions,  professional  group 
sanctions  and  malpractice  awards  and 
settlements  must  be  reported  to  the  NPDB, 
state  medical  hoards  are  not  required  to  use 
the  data  bank  when  evaluating  physicians 
for  licensure.  Furthermore,  many  doctors 
practice  outside  of  hospitals  and  profes- 
sional groups  and  are  not  subject  to  review. 
Hence,  the  problem  of  the  incompetent, 
itinerant,  gypsy  doctor  still  escapes  the 
NPDB  and  that  small  1 % or  2%  can  travel 
from  state  to  state  and  go  unpunished.  The 
escape  hatch  for  these  brigands  can  be 
closed  at  the  State  licensing  level. 

1 can’t  give  you  brains,  but  I can  give 
you  a diploma. 

In  La  Jolla,  California,  more  than  10 
doctors  cooperated  with  state  investigators 
in  a fraud  case  and  as  a result,  ophthal- 
mologist Jeffrey  Rutgard  MD  had  his 
medical  license  suspended.  What  to  do? 
Dial  a mouthpiece,  of  course.  Now  the 
doctor  is  suing  for  a mere  $80  million, 
claiming  that  his  license  was  wrongly 
suspended  and  the  action  was  a product  of 
jealous  competitors  and  disgruntled  em- 
ployees. 


For  every  vision  there  is  an  equal  and 
opposite  revision. 

Another  blow  was  struck  for  national 
health  care  reform  by  a Supreme  Court 
decision  not  to  rule  on  McGann  vs  H&H 
Music  Co.  The  employer,  H&H  Music 
Co.,  did  not  want  to  cover  the  expenses  for 
employee  McGann  when  it  was  learned 
that  he  had  AIDS.  The  coverage,  which 
was  for  a maximum  of  one  million,  was 
abruptly  dropped  to  $5,000,  and  McGann 
sued.  A lower  court  upheld  H&H  Music’s 
right  to  change  the  medical  plan  and  the 
high  court  let  that  decision  stand.  And  that 
is  additional  piercing  ammo  for  the 
Democratic  Congress  as  it  prepares  to 
remake  the  American  medical  care  into  a 
public  utility. 

Nothing  is  as  inevitable  as  a mistake 
whose  time  has  come. 

Richard  Reece  MD,  writing 'm  Medical 
World  News,  “Whether  liberal  politicians 
or  conservative  managers  run  the  system, 
physicians  will  likely  lose  autonomy, 
control  and  income,”  which  is  another  way 
of  saying  that  the  quality  of  medical  care 
will  fall  into  that  swirling  maelstrom  called 
the  porcelain  facility.  As  a factor  in  the 
recent  election,  consider  that  a nationwide 
pre-election  poll  of  1,256  voters  showed 
that  Clinton  was  selected  by  a 5 to  1 margin 
as  the  health-care  savior. 

And  now  ahideth  faith,  hope  and  char- 
ity, these  three;  but  the  greatest  of  these 
is  charity. 

How  charitable  are  you  toward  your 
hospital  ? Only  54%  of  physicians  sur- 
veyed contribute  to  the  hospital  they  use 
the  most.  Ophthalmologists  are  exactly  on 
average  at  54%,  contributing  $ 1 ,040  while 
only  48%  of  hospital-based  docs  contrib- 
ute, but  they  are  the  most  generous  at 
$5,819.  Older  physicians,  60  and  over,  dig 
deepest  averaging  $2,163. 

There  is  no  sincerity  like  a politician 
telling  a lie. 

President-elect  Clinton  has  pledged 
that  he  will  cut  the  executive  staff  by  25% 
and  wants  Congress  to  do  the  same.  But  his 
majority  pork  leader  Senator  George 


Mitchell  claimed  that  Congress  had  al- 
ready done  so.  Not  so  according  to  the 
Office  of  Management  and  Budget  which 
revealed  that  Congressional  staffing  cur- 
rently numbers  38,200,  the  same  as  last 
year  and  up  considerably  from  36,490  in 
1986. 

Cleanliness  is  next  to  impossible. 

Meanwhile,  back  at  carnival  on  the 
Potomac,  the  Senate  passed  a bill  called 
the  Health  Fraud  Prosecution  Act  of  1992, 
which  would  fine  those  convicted  up  to 
$250,000  and  permit  a jail  sentence  of  up 
to  10  years  (double  to  20  years  if  patients 
were  bodily  banned).  No  action  was  taken 
in  the  House,  so  the  issue  won’t  go  any- 
where now.  And  as  for  our  esteemed  and 
honorable  members  on  Capitol  Hill,  what 
about  sexual  harassment,  and  free  vacation- 
home  construction,  and  self-administered 
nocturnal  pay  increases,  and  S&L  pay 
offs,  and  bloated  campaign  funds  that  get 
into  personal  pockets,  and  . . . 

Nothing  is  ever  so  bad  that  it  can’t 
get  worse. 

A recent  Louis  Harris  and  Associates 
poll  surprised  the  PPRC.  When  physicians 
were  asked  what  was  the  most  serious 
problem  confronting  them,  70%  named 
paperwork  and  administrative  hassle. 
Only  40%  complained  about  reimburse- 
ment levels  and  34%  noted  professional 
liability  costs.  Will  it  get  better?  Likely 
not,  as  Pres-soon-to-be  Clinton  envisions 
yet  another  layer  of  bureaucracy  as  a super 
medical-care  planning  and  advisory  body. 

Addenda 

A In  Tibet,  the  prevalence  of  cataracts  is 
60%  higher  than  in  other  parts  of  China. 

A “To  do  nothing  is  sometimes  a good 
remedy.”  Hippocrates 

A Love  is  where  a woman  never  gets 
what  she’s  expecting  and  a man  never 
expects  what  he  is  getting. 

Aloha,  and  keep  the  faith 

Its 
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CLASSIFIED  NOTICES 

To  place  a Classified  Notice,  M1-,MBER,S.  please  send  lypewriiien  ad  to  I IMA  ollicc. 

Nonmenibers,  plea.se  call  Leilani  al  521-0021. 4 line  min,,  approx.  3 words  per  line.  Payment  must  accompany  oriter. 


BUSINESS 

OPPORTUNITY 


MEDICAL  CLINIC  FOR  SALE 
Internal  medicine  primary  care  practice.  Lo- 
cated at  the  Aiea  Medical  Bldg.  Fully  equipped 
& fully  turn.  Estab.  15  yrs.  25  patients/day,  3 
exam  rms.,  consultation  rm.,  business/billing 
office,  recep.  area,  complete  in-office  lab.  Of- 
fice approx.  950  sf.  Terms  negotiable.  Serious 
inquiries  & offers  call:  528-21 02;  622-761 1 or  write 
Medical  Clinic,  PO  Box  2167,  Hon.,  HI  96805. 


EMPLOYMENT 

OPPORTUNITY 


ALOHA  MEDICAL  CONSULTANTS 
Positions  available  6 MDs:  Internists/Ob/Or- 
tho/Occ.  Health-i-;  Charge  RNs  and  RPTs. 
Kathryn  Beavin  941-1551. 


functioning  but  may  be  repairable.  $100.  Con- 
tact Marika  at  831  -3000. 


PEDRATRIC  AUDIOMETERY/VISION  TEST- 
ING-1. Maico  12  audiometer  earphone 
frequence  250-8000  cps.  2.  Titmus  II  vision 
tester,  slides  for  standard  testing,  preschool, 
color  preception,  and  illiterate  testing  included. 
Both  for  $350.  Available  after  December  31, 
1992.  Call  947-3781. 


CLINIC  EQUIPMENT  SALE 
2 med  exam  tables  w/stirrups,  2 Maico  audiom- 
eters, Titmus  vision  tester,  new  Ricoh  FAX  280 
OL,  Ricoh  copier  FT  4460,  2 treatment  tables, 
phys-therapy  equip.,  incl.  2 Chattanooga  Co. 
computerized  traction  machines,  electric  Hi-Lo 
traction  table  w/Saunders  unit  for  cervical  Tx,  wall- 
mount  cervical  traction  unit,  1 0 pack  Chattanooga 
Co.  hydrocollartank,  ultrasound  machine,  8 Scan- 
design-type  wait,  room  chairs,  4 seer,  chairs,  8 
and  6-shelf  filing  cabinets,  treadmill,  Burdick  EK- 


5A  EKG  machine.  Office  equip,  and  supplies,  etc. 
Also  Welch-Allyn  wall-mount  Oto-Ophthalmo- 
scope  set  and  other  equip.  Write  to:  930  Kaheka 
St.  #1704,  Hon.,  HI  96814  or  call  943-8778. 


COULTER  COUNTER  BLOOD  DILUTER 
Electrolyte  machine  and  other  lab  equip/sup- 
plies. Call  523-5623. 


OFFICES 


LOWER  YOUR  OVERHEAD 
Nice  conf.  rms.  & offices  available.  Hourly  and 
full  time,  receptionist,  tele.  ans.  in  YOUR  name, 
much  more,  EXCELLENT  IMAGE.  Call 
HEADQUARTERS  COMPANIES  522-9494. 


TLC  MEDICAL  CENTER— Has  spaces  avail- 
able for  lease  and  time  share.  1650  Liliha 
Street  Call:  941-6996 


FP/GP 

For  Maui  resort  medical  office.  Send  CV  to  Dr.  Ben 
Azman,  West  Maui  Healthcare  Center,  Kaanapali, 
Hawaii  96761  or  phone  1-808-667-9721. 


CRUISE  HAWAII — Primary  care  physicians 
needed  to  staff  cruise  ships  (SS  Independence, 
SS  Constitution),  One  week  cruise  minimum. 
ACLS  required.  Please  contact  Acute  Care 
Medical  Services  262-4181 . Neighbor  Islands 
place  call  1-800-788-4181. 


HAWAII.  Family  Practioner  with  OB  skills  and 
internal  medicine  practitioner  needed  for  rural 
underserved  area.  Full-time  position  in  non- 
profit community  health  clinic.  Desire  dedicated 
person  to  work  in  multicultural  setting.  Contact 
Puanani  Kalawa,  Waianae  Coast  Comprehen- 
sive Health  Center,  86-260  Farrington  Hwy., 
Waianae,  HI  96792.  Ph.  (808)  696-7081. 


FOR  SALE 


QBC  Blood  Analyzer 

Automated  CBCs  utilizing  buffy  coat  analysis 
of  a tiny  capillary  tube  blood  sample.  State-of- 
the-art.  Printer  included.  Purchased  5 months 
ago  for  $1 1 ,300  and  rarely  used.  T ransferrable 
warranty.  $8,000  complete.  Contact  Marika  at 
831-3000. 


TREADMILL  UNIT 

Adjustable  speed  and  angle  treadmill.  Func- 
tional but  old.  EKG  unit  is  outdated  and  not 


Retirement  Plans 

• 

Investment  Management 
Consulting 

• 

Life  and  Disability 
Insurance 


mel  r.  hertz 

MBA,  CFP 

Certified  Financial  Planner 


Charitable  Remainder 
Trusts 


Pacific  Tower,  Suite  2800 
1001  Bishop  Street 
Honolulu,  Hawaii  96813 
(808)  599-4504 


ISdEiand 


Securities  Offered  Through  IFC  Network  Securities,  Inc  (IFC),  Members  NASD  arKi  SIPC  Financial  Planning  Services 
Through  Associated  Financial  Planr^ers,  Inc  (AFP),  Registered  Investment  Adviser,  mel  r hertz  is  a registered  principal 
of  IFC  and  a registered  representative  of  its  affiliate  AFP,  both  of  which  are  otherwise  unaffiliated  with  derarxJ. 
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CLASSIFIED  NOTICES 


AMBULATORY  SURGERY  CENTER  FOR 
SALE  OR  LEASE.  Located  in  a medical  office 
building.  Fully  equipped  and  furnished.  Terms 
negotiable.  Call  538-6622;  or  write  to:  Ambula- 
tory Surgery  Center,  1 520  Liliha  St.,  Suite  601 , 
Hon.,  HI  96817. 


KUAKINI  MEDICAL  PLAZA  OFFICE  Will  sub- 
lease. Terms  negotiable.  Ph.  524-5225  or  an- 
swering service  988-2188. 


KAILUA  AND/OR  KAHALA  Equipped  medical 
offices  available  to  share.  Medical  buildings, 
excellent  reference  source.  266-0066. 


HAWAII  KAI  MEDICAL  BLDG.  781  sq.  ft.  or 
1 ,562  sq.  ft.  office  sublease  at  attractive  rents. 
Vahe  Kenadjian  (R)  735-0179.  McCormack 
Properties,  Ltd.  539-9600. 


SPORTS  MEDICINE  AND  ORTHOPEDIC 
SURGICAL  PRACTICE  willing  to  share  office 
space  at  Oueen’s  POB-1  and  Pali  Momi  POB 
location,  complete  staff,  managerial  system, 
radiology  and  physical  therapy  services  avail. 
Contact  Diane  Fong  at  536-4992  M-W-F  or  at 
487-7231  T&TH. 


INTERNIST  WILLING  TO  SHARE  OFFICE 
SPACE  in  two  locations — St.  Francis  MOB  and 
Aiea.  Interested  physicians  call  Jon  Won,  536-6988. 


POSITIONS  WANTED 


COLO-RECTAL  SURGEON-^6  yrs  old,  Cleve- 
land Clinic  trained.  1 1 yrs.  exper.  Board-certified 
general  & colo-rectal  surgery.  FACS,  FASCRS. 
Seeking  group  or  clinic  association.  (808)723-3261 . 


AVAIL.  FOR  LOCUM  TENENS— A caring,  board- 
certified,  long-time  Hawaii  physician.  Available 
days  or  weeks.  Call  Mary  Glover  MD,  668-7337. 


INTERNIST  AND/OR  MEDICAL  ONCO- 
LOGIST— needed  to  join  active  practice.  This 
is  an  excellent  opportunity  to  develop  a busy 
practice  in  a short  period  of  time.  Please  call 
244-7627,  Wailuku,  Maui. 


SERVICES 


MEDICAL  BILLING  SERVICES— Patient  state- 
ments, insurance  claims  processing,  accurate 
management  reports.  Personalized  service,  af- 
fordable monthly  rates.  Call  MEDCON  247-0591 . 


LOCUM  TENENS  PROVIDED— Internal  Medi- 
cine and  family  practice  available.  Please  contact 
Acute  Care  Medical  Services.  262-4181 . 


LOCUM  TENENS  AVAILABLE— Family  prac- 
tice, pediatrics,  urgent  care.  No  agency  fees. 
Deal  direct.  923-2981. 


BOARD-CERTIFIED — anesthesiologist  (licensed 
in  Hawaii)  available  for  temporary  coverage,  va- 
cation or  locum  tenens  work.  (713)  341-9703. 


REAL  ESTATE 


MAKIKI  HEIGHTS— FEE  SIMPLE  3bdrm.,3 
bath,  POOL,  ocean  views.  528-0039. 
CHANEY  BROOKS  REALTY  INC. 


OFFICE  FOR  SALE 


ESTABLISHEDGENERALPRACTICEinWaipahu 
for  sale.  Terms  Negotiable.  Call  671-3931 . 


PRACTICE  FOR  SALE — General  Internist  retir- 
ing in  March  1993  after  34  years  of  active  practice. 
South  King  Street  near  NBC  Concert  Hall.  Good 
patients  and  reasonable  terms.  Call  538-7886. 


A REAL  BARGAIN — Closing  branch  office  in 
Waipahu,  willing  to  leave  office  improvements 
and  furninture  (chairs,  exam,  table,  typewriter, 
refrig.,  copier,  cabinets,  phone,  etc)  for  $3,000  or 
best  offer.  Call  523-9677, 521  -8288  or  523-7955. 


WILL  EVERYONE  INTERESTED 
IN  PREVENTING  HEART  ATTACK, 


If  your  only  regular  form  of  exercise  is  adjusting  your  recliner,  it’s  time 
to  get  moving.  To  learn  more,  contact  your  nearest  American  Heart  Association. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how. 

American  Heart  Association  # 

This  space  provided  as  a public  service.  © 1992,  American  Heart  Association 
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HMSA  and  much 

more 


HMSA  - Hawaii  Medical  Services  Association  * Aetna  Life  & Casualty  * Aetna  Health  Plans  - PPO  * Allstate  (Metropolitan  Life)  * American  Postal  Workers 


Union  (APWU)  * Arizona 
necticut  General)  * CIGNA 
Equicor  (The  Equitable)  * 
ance  Company  * Genelco 
ern  Life  * Great  West  Life  * 
Healthy  Choice*  ICH  Cor- 
John  Hancock  Mutual  Life 
curity  * John  Hancock  Pre- 
Metropolitan  Life  Insurance 
Modern  American  Life  In- 
Mutually  Preferred  * Pa- 
phia  American  (Phildelphia 
Principle  Mutual  Life  * 
Provident  Life&  Casualty* 
Life  * The  New  England  * 
Benefit  Life  * United  of 
' Confederation  Life*  Con- 
Life  of  Georgia*  Southland 
ian  Life  * American  Gen- 
Services  * Anthem  Health 
Insurance  * CNA 
Services  * New  York  Life 
Jefferson  Pilot  Life  (Pilot)  * 
Company  * Central  Life  As- 
Financial  Services  * Mu- 
Company  * Time  Insur- 
ton  National  Insurance 
Insurance  Company 
Mailhandlers  Benefit  Plan 
ers)  * Prudential  * Prucare 
Mine  Workers  * Bay  Pa- 
Community  West  New 
Denver  * Complete  heatith 
US  Healthcare  * Indepen- 
Healthcare:  Health  First  At- 
gan  - Lansing  * PHP  of 
PHP  of  South  West  Michi- 


Open  a bottle  of  champagne.  Strike  up  the 
band.  Now  physicians  can  have  HMSA  and 
much  more.  More  comprehensive  handling  of 
insurance  claims.  More  detailed  reporting  and 
claim  tracking.  More  coverage  of  national  insur- 
ance carriers.  We  do  HMSA  and  more.... 

Rx  File  your  Medical  Claims  Electronically 

(No  Paper) 

* 100  + Insurance  Carriers  Nation-Wide 
(including  HMSA) 

* We  do  all  the  work 


Benefits  at  a Glance: 

* More  money  back,  Faster! 

* Daily  reporting  to  practices  (cash  flow  decision  making  tool) 

* Pre-editing  of  claims  by  qualified  staff  - less  than  2%  rejections 

* Minimum  upfront  costs  (no  investment  required) 

* No  disruption  to  existing  practice 

* Free  Consultation  Services 

* Free  Trial 


Health  Plan*  CIGNA  (Con- 
(Health  Plan  HMO)  * 
General  American  Insur- 
Incorporated  * Great  South- 
Healthpoint  Corporation  * 
poration  * J.  C.  Penney  * 

* John  Hancock  Health  Se- 
ferred  Health  * Met  Elect  * 

* Metlife  network  ( HMO)  * 
surance  * Mutual  of  Omaha 
cific  Mutual  Life  * Philadel- 
Life)  * Principal  Financial  * 
Provident  Life  & Accident  * 
Sanus  PPO  * State  Mutual 
The  Travellers  * United 
Omaha  * Benefit  Trust  Life 
federation  Administration  * 
Life  Insurance  * The  Guard- 
eral  Group  * Anthem  Group 
Plan  * Anthem  Life  * CNA 
Mailhandlers  * Gulf  Group 
Insurance  * The  Phoenix  * 
Business  Men's  Assurance 
surance  Company*  MONY 
tual  Benefit  Life  Insurance 
ance  Company  * Washing- 
Company  * Western  Life 
(Fortis  Benefits) 

* California  (PHCS  Provid- 

* Lincoln  National  * United 
cific  * Foundation  Health  * 
York  * Rocky  Mountain  - 
- Birmingham  * Humana  * 
dent  Health  * United 
lanta  * PHP  of  Mid  Michi- 
South  Michigan  - Jackson  * 
gan  - Kalamazoo  * PHP  of 


West  Michigan  - Muskegon  * MEDICA  - Minneapolis  * PHP  of  Greater  St.  Louis  * Ocean  State  PHP  - Rhode  Island  * PHP  of  South  Carolina  - Columbia 
PHP  of  Utah  - Salt  Lake  City  * Preferred  Care  * Choice  Care  * Tufts  Association  Health  Plan  * and  many,  many  more 


Electronic  Medical  Claims  Services 
Full  Service  EMC 


Quest  USA,  521  Ala  Moana  Boulevard,  Suite  216,  Honolulu,  Hawaii  96813  (808)533-8850 

Contact:  David  A Parish  or  Brenda  Sims 


We  asked  Father  Kennedy 
what  he  thinks  of  the  new 
phone  system  at  St  Andrew’s 
Priory 

He  gives  it  his  second 
highest  praise. 


If  you’re  going  to  take  second  place,  it  may  as  well  be  like  this. 

It  all  began  when  one  of  Hawaii’s  largest  girls  prep  schools  came  to  the  GTE 
Hawaiian  Tel  Phone  Mart  Business  Center  with  a problem. 

“Our  phone  traffic  was  backed  up  at  the  reception  desk’’  remembers  Father 
David  Kennedy,  St.  Andrew’s  headmaster.  “We 
really  couldn’t  afford  extra  help  to  deal  with  the 
bottleneck,  and  we  couldn’t  invest  in  lots  of  extra 
ecjuipment  either. 

“But  then  we  met  Dennis  at  Phone  Mart 
Business  Center.  He  showed  us  a better  way:  a 
CentraNet  system  using  CTE  Hawaiian  lei’s  own 
computers  for  our  call  routing.  So  calls  aren’t 
bottled  up  along  the  line  anymore. 

“The  result  is  a phone  system  that  performs  better  and,  miraculously, costs  less. 
On  top  of  that,  GTE  Hawaiian  Tel  is  always  there  to  help  if  anything  goes  wrong. 

“We  wouldn’t  hesitate  to  put  our  faith  in  Phone  Mart  Business  Center  again’’ 
says  Father  Kennedy. 

“And  we’re  rather  careful  about  whom  we  put  faith  in  around  here.” 

320  Ward  Avenue  (Ward  Court).  Hours:  Monday  through  Friday,  9 a.m.  to  5 p.m.  Telephone:  546-4747 

prra  Hawaiian  Tel 
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